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The delivery of mental health care services is a serious public concern worldwide, 
with South Africa being no exception. In South Africa, under-resourced primary 
health care (PHC) facilities remain an obstacle in the provision of mental health care 
services, particularly concerning the referral and continuation of care for mental 
health care users’ (MHCU). The Mental Health (MH) Policy and Strategic Framework 
2013-2020 is the most recently disseminated policy that advocates for a stepped 
approach in the delivery of mental health care services. According to this framework, 
MHCUs should seek help first at the PHC level. However, it would appear that there 
is a tendency to seek help first at the secondary hospital level, which suggests poor 
access to mental health services and policy implementation at PHC level. This 
research therefore aimed to explore referral pathways; both into care and then for 
follow-up on discharge. 
 
A quantitative retrospective chart review design was used in this study to examine 
referral pathways among inpatient MHCUs at a tertiary medical hospital rendering 
secondary mental health care services. Using a purposive sampling method, a total 
of 465 inpatient record files were used in this study. An excel spreadsheet, 
specifically, designed for this study was used as the data collecting tool. Descriptive 
analyses were performed to describe the socio-demographic characteristics and 
referral pathways of the MHCUs at a specific secondary level hospital. Chi-squared 
tests were performed to establish whether psychiatric diagnosis, employment status 
and discharge action were associated. This study found that while a majority of the 
MHCUs accessed secondary mental health care services without a referral from 
primary health care facilities, a downward referral to these facilities was the most 
common referral route on discharge from the psychiatric unit. The results also 
indicated that psychiatric diagnosis was significantly associated with employment 
status and discharge to PHC clinic. Results of this study also suggested poor 
implementation of the MH Policy Framework guidelines in the central Gauteng - 
Johannesburg region. In essence, findings of this study confirmed that the mental 
health system is fragmented in the area of investigation, wherein the results 
indicated that the bulk of mental health services are currently provided by hospitals 
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rather than PHC facilities, regardless of several legislations and policies that aim to 
integrate mental health care into PHC services. Overall, the findings highlighted the 
preference of MHCUs to make use of hospital services despite being referred for 
follow-up or continuation of care at their local PHC clinic on discharge from the 
hospital. Qualitative studies on this subject are recommended to document MHCUs’ 
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CHAPTER ONE: INTRODUCTION  
 
1.1. Background to the study  
The delivery of mental health care services has generated reasonable concern for 
the public and health professionals worldwide (Dyer, Steer, & Biddle, 2015; 
Newman, O'Reilly, Lee, & Kennedy, 2015). This is due to the recognition that, 
globally, mental health is accountable for about 14 percent of the worldwide burden 
of disease (Vlassova, Angelino & Treisman, 2009).  
Despite the large burden of psychiatric disease that needs adequate mental health 
services, almost globally mental health services are insufficient. In particular, 
community-based mental health care services, as an essential component in the 
provision of mental health care services, remain undeveloped in South Africa (SA), 
as is the case with most low- and middle-income (LAMIC) countries within the Sub-
Saharan Africa region  (Burns, 2011).    
The South African Stress and Health Survey (SASH) conducted a decade ago, 
estimated an annual prevalence rate of 16.5 percent with respect to mental disorders 
such as anxiety, mood and substance use disorders, and approximately a third 
(30.3%) of the population having suffered a common mental disorder (CMD) in their 
life span (Herman, Stein, Seedat, Heeringa, Moomal & Williams, 2009).  
This high prevalence of mental disorders was dealt with even less efficiently in the 
past. Historically, the oppressive apartheid legislative framework facilitated 
disproportionate contact with formal mental health care services (Lund, Kleintjes, 
Cooper, Petersen, Bhana, Flisher & MHaPP Research Programme Consortium, 
2011). Health care was based on race, with marginalized groups receiving the least 
care (Kakuma, Kleintjes, Lund, Drew, Green & Flisher, 2010). According to Burns 
(2008), legislation before the year 2000 was focused primarily on the wellbeing and 
protection of the community while the human rights of the mental health care user 
(MHCU) were not a priority. The structure of the provision of health care was such 
that mental health care services were separated from primary health care (PHC) 
services and this often meant that the MHCU relied greatly on informal community 
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care (Burns, 2008). This process unwittingly facilitated the alienation, stigmatisation 
and disempowerment of psychiatric patients (Draper, Lund, Kleintjes, Funk, Omar, 
Flisher & MHaPP Research Programme Consortium, 2009; Newman, O'Reilly, Lee, 
& Kennedy, 2015). 
Although various legislation and policies in the democratic South Africa (SA) have 
been promulgated to reduce the inequalities in the delivery of mental health care 
services, the treatment gap has remained significant (Petersen & Lund, 2011). 
According to the findings of the SASH report, approximately 75 percent of people 
with mental disorders do not receive the treatment they need (Herman et al., 2009). 
This may, in part, be a result of under-resourced PHC facilities, which limits access 
to mental health services, ultimately affecting the referral pathways to care within the 
mental health care system. As such, many South Africans suffering from mental 
illness have relied solely on informal local services and hospitals for mental health 
treatment (Burns, Jhazbhay & Emsley, 2010). It would appear that this remains the 
case today, as Burns (2011) stated that there is a lack of mental health facilities in 
SA. 
In SA the health referral system has four levels of health care (Department of Health, 
2014a). Level One has three components: the Primary Health Care Clinic is the 
first step in the provision of health care and offers services such as immunisation, 
family planning, anti-natal care, and treatment of common diseases, treatment and 
management of Tuberculosis, HIV/AIDS counselling, amongst other services. If the 
clinic cannot assist with mental health related problems, they will refer the patient to 
a Community Health Centre (CHC) which is the second step in the provision of 
health care and offers similar services to a PHC Clinic with the addition of a 24 hours 
maternity service, emergency care and casualty and a short stay ward. CHCs can 
also render first contact care and will refer a patient to a District Hospital when 
necessary. The final Level One component is District Hospitals which receive 
referrals from and provide generalist support to community health centres and clinics 
such as diagnostic, treatment, care, counselling and rehabilitation services. Clinical 
services include surgery, obstetrics & gynaecology, out-patients department, 
medicine, paediatrics, mental health, geriatrics, casualty and clinical forensic medical 
services amongst other services. These hospitals receive referrals from the CHCs 
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and PHC clinics. It is imperative to recognize that mental health is first mentioned 
under district hospital services, whereas the MH Policy Framework advocates that 
mental health services be initially provided at PHC level. There is therefore a 
disjunction between the levels of care as proposed by the Department of Health 
(2014a) and the MH Policy Framework on implementation of services. At Level Two 
there is the Regional Hospital which has a psychiatric ward and provides services 
such as 72-hour assessments, emergency and short term inpatient psychiatric care 
for MHCUs. A Regional hospital falls under secondary care facilities in the provision 
of mental health care services, receives referrals from lower levels of care such as 
PHC clinics, CHCs and district hospitals and provides specialist health care services. 
At Level Three is the Provincial Tertiary Hospital which receives referrals from 
and provides sub-specialist support to a number of regional hospitals. These 
hospitals are staffed by specialists and generalists and offer services such as 
neurosurgery, neurology, plastic & reconstructive surgery, cardiology, urology, 
paediatric surgery, maxillio-facial surgery, psychiatry, occupational health and 
orthopaedics amongst other services. Finally, Level Four consists of Central 
Hospitals which are very highly specialised referral units which together provide an 
environment for multi-speciality clinical services, innovation and research, and 
Specialised Hospitals which provide care only for certain specialised groups of 
patients such as chronic psychiatric and TB hospitals, as well as specialised spinal 
injury and acute infectious disease hospitals. 
The Mental Health Policy Framework and Strategic Plan 2013 – 2020 (MH Policy 
Framework) is the most recently disseminated policy aimed at, among other things, 
improving access to mental health care services in SA by 2020. The policy 
framework recommended the tiered approach for the delivery of mental health care 
services. In ascending order, the levels of care include self care (level1), informal 
community care (level 2), primary mental health care (level 3), general hospitals with 
acute psychiatric units positioned back-to-back with community mental health 
services (level 4), and, lastly, specialist psychiatric services (level 5).  
Although five categories or levels of care have been identified, formal mental health 
care services begin from tier three of the proposed intervention pyramid. This means 
that MHCUs should initially seek help at the lowest level – PHC facilities – before 
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being referred to a district hospital or a secondary level facility. However, it is 
acknowledged in literature that PHC facilities do not have adequate resources to 
screen common mental health problems including substance abuse, anxiety and 
depression among others, and therefore MHCUs are inclined to approach general 
hospitals for suitable mental health services (Thurber, 2009; Petersen et al., 2009).  
The three levels of formal care include primary mental health care (Level One), 
general hospitals with acute psychiatric units, positioned back-to-back with 
community mental health services (Level Two), and, lastly, specialist psychiatric 
services (Level Three). Through this approach to care it is envisaged that all MHCUs 
will experience equitable access to the necessary level of care on proper 
implementation of the policy guidelines (Department of Health, 2014b). 
PHC facilities were identified as playing a key role in the tiered approach to care; as 
such they should be a MHCUs first point of contact with the system before a referral 
is made to higher levels of care (upward referral). Also, MHCUs are referred out to 
these facilities for ongoing psycho-pharmacological treatment subsequent to hospital 
discharge (Department of Health 2005 and 2014a; b).  
However, studies have shown that MHCUs tend to present themselves through self-
referral directly to general hospitals without being referred by PHC services, or 
accessing these facilities via other means such as medical doctors and ambulances 
(Van Rensburg, 2007; Mojaki, Basu, Letskokgohka & Govender, 2011; Tenea, 
2016). This is contrary to the MH Policy Framework guidelines since MHCUs should 
ideally be referred to general regional hospitals by lower levels of care (Department 
of Health, 2005; 2014b). This may suggest challenges to the policy implementation 
process (Lund, Petersen, Kleintjes & Bhana, 2012).  
The current research is conducted against the background of the promulgation of the 
MH Policy Framework which endeavours to enhance access to mental services 
using the stepped or tiered approach to care. In light of this, a careful analysis of 
pathways to care may be useful to describe the actual routes used by patients rather 
than those which are planned or intended (Amaddeo, Zambello, Tansella & 
Thornicroft, 2001). In this way, service utilization patterns can be understood so as to 
as to provide information to enlighten government on how to allocate resources at 
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the different levels of care (Lund, Oosthuizen, Flisher, Emsley, Stein, Botha, & 
Joska, 2010), and, in so doing, improve pathways to care. 
Whereas gathering information on service utilization, such as pathways to care and 
access to specialist services and vice-versa is essential for planning the delivery of 
mental health services, data are seldom routinely gathered for this purpose (Gater, 
Sousa, Barrientos, Caraveo, Chandrashekar, Dhadphale, & Thong, 1991; World 
Health Organisation, 2005); if data are collected, the information is seldom made 
available (Lund et al., 2011).  
1.2. Problem statement and Rationale  
Despite various legislation aimed at restructuring and guiding the provision of mental 
health services, the outcomes for the mentally ill population remain unacceptable 
(Kilbourne, Almirall, Goodrich, Lai, Abraham, Nord & Bowersox, 2014). Furthermore, 
despite the ever-increasing need for both primary and secondary care facilities, there 
are limited studies on referral pathways to care from the South African perspective. 
This leaves a gap of knowledge regarding access and use of mental health care 
services by MHCUs. This study seeks to narrow this gap by reviewing the profiles of 
MHCUs at a general hospital to understand where MHCUs are coming from (the 
referral source), where they are going following discharge (where they are referred 
to), and their diagnosis, in order to determine how their mental health care needs are 
to be met in the provision of mental health care services.  
1.3. Study Aim   
The study was conducted at the psychiatric ward at Helen Joseph Hospital (HJH) in 
City of Johannesburg Metropolitan Municipality, Gauteng, SA 
The aim of this study is to examine inpatient MHCU record files at a regional general 
hospital’s (Level Two) psychiatric unit, in order to provide current statistical 
knowledge on the profile of the users and referral patterns in the delivery of mental 
health care services. This will also provide an opportunity to determine whether the 




It is worthwhile to note that this study forms part of a larger study focusing on the 
profile of MHCUs in general hospitals with psychiatric wards in Gauteng. 
1.4. Objectives of the study  
The specific objectives of this study are to: 
1. Determine the socio-demographic profile of MHCUs at the secondary referral 
hospital chosen as the site for this study. 
2. Determine whether there is an association between psychiatric diagnosis and 
socio-economic status (determined with respect to employment versus 
unemployment in this study). 
3. Identify the types of mental illness diagnosed at a secondary referral hospital. 
4. Investigate the referral pathways followed by MHCUs receiving inpatient care at 
a secondary referral hospital before admission.  
5. Ascertain whether the psychiatric ward adheres to MH Policy Framework 
guidelines on discharge plans.  
6. Determine whether there is an association between psychiatric diagnosis and 
discharge action such as referral to a PHC facility, hospital, NGO, and so on. 
1.5. Significance of the study  
The study is meant to shed insight on the profile and referral patterns of MHCUs at a 
particular secondary referral mental health care facility, Helen Joseph Hospital 
(HJH). It also has the potential to add knowledge on service utilization patterns which 
can be useful to improve access to mental health services and also demonstrate the 
current functioning of the mental referral health system more widely in the 
Johannesburg area of the Gauteng province in SA.  
The knowledge obtained from this study will assist to raise awareness on the plight 
of MHCUs whose mental health care needs are not adequately met.  The findings of 
the study will be important since they can highlight to policy makers where resources 
and interventions need to be directed in an attempt to meet the needs of MHCUs.  
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1.6. Definition of concepts  
In order to have a common understanding of the concepts repeatedly used in this 
study, it is important to define such concepts as they may be defined differently in 
different studies.  
Health care refers to outpatient and inpatient, mental health care, acute and chronic 
care provided by registered health care professionals (Department of Health, 2014b).  
Health facility refers to a public or private establishment that is designed to provide 
inpatient or outpatient treatment, diagnostic or therapeutic or preventative 
interventions, nursing or other health services. This includes community health and 
rehabilitation centres, clinics, hospitals and psychiatric hospitals (Department of 
Health, 2014b).  
Mental Health Care User (MHCU) refers to a person using a health service at a 
health establishment aimed at enhancing the mental status of the person 
(Department of Health, 2014b).  
Mental Illness refers to a positive diagnosis of a mental health related illness in 
terms of diagnostic criteria made by a clinician authorized to make such diagnosis 
(Department of Health, 2014b). The term ‘mental disorder’ is also used to refer to a 
mental health problem thus is used interchangeably with the term ‘mental illness’ in 
this study.  
 
1.7. Structure of this dissertation 
Chapter One has described the background and purpose of this study in looking at 
the referral paths of MHCUs at a Level Two hospital. 
Chapter Two is the literature review which looks at mental illness, policies that guide 
the provision of mental health services in SA, and pathways to mental health care in 
SA. 




Chapter Four presents the results of the study. 
Chapter Five discusses results of the study in relation to existing literature in this 
field of study.  
Chapter Six is the concluding chapter of this study, which presents the summary of 
the findings, limitations of the study as well as recommendations for future research.  
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CHAPTER TWO: LITERATURE REVIEW 
 
2.1. Introduction  
This chapter presents an overview of the literature related to the objectives of this 
study. This was done to gain a broader view and understanding of mental illness and 
referral pathways in the delivery of mental health services from the perspective of 
other researchers. The first section looks at mental illness. The second looks at 
mental health services in SA. The third section looks at pathways to mental health 
care in SA. 
2.2. Definition, causes and prevalence of mental illness  
“Mental health refers to a state of wellbeing in which the individual is able to realize 
his or her own abilities, can cope with usual life stresses, can function productively 
and fruitfully, and is able to contribute meaningfully to his or her community” (WHO, 
2013). Mental illness is therefore considered a clinically significant condition that 
affects an individual’s thinking, emotions or behaviour (Manderscheid, Ryff, 
Freeman, McKnight-Eily, Dhingra & Strine, 2010; WHO, 2001). Such illnesses are 
associated with impaired functioning and present as either mild or severe and may 
last for a few weeks for some or a lifetime for others (WHO, 2001). Schizophrenia, 
bipolar mood disorders and severe depression are considered as major and severe 
mental illnesses that are associated with significantly impaired functioning and may 
require inpatient treatment if left untreated for a significant period of time (Drake, 
Mueser, Brunette & McHugo, 2004). SA’s population, mostly the low socio-economic 
groups, predominantly seek treatment from public health facilities, such as public 
hospitals for inpatient treatment (McIntyre & Ataguba, 2017).  
2.2.1. Causes of mental illness 
Mental disorders are are produced by multiple factors and therefore require a wide 
range of interventions (Parker, 2014; Stein, 2009). In SA mental illness is 
precipitated by multiple factors such as stress and trauma secondary to crime, 
economic stress, injustices exposed to during and as a result of the apartheid era 
(Stein, Seedat, Herman, Moomal, Heeringa, Kessler & Williams, 2008); different 
10 
 
types of physical illness, HIV/AIDS, and poverty (Bradshaw, Norman & Schneider, 
2007; Andersen, Kagee, O'Cleirigh, Safren & Joska, 2015; Sweeney, Air, Zanettino 
& Galletly, 2015).  
Mental disorders have been found to be largely co-morbid with physical disorders 
like heart disease and metabolic diseases (Kagee, 2008), particularly in low- and 
middle-income (LAMIC) countries within Sub-Saharan Africa, including SA (Chipps & 
Ramlall, 2012; Breuer, Meyer, Struters & Joska, 2011). An analysis of the World 
Health Surveys revealed that patients with one or more physical ailments are more 
likely to suffer from depression than those without chronic physical illness (Moussavi, 
Chatterji, Verdes, Tandon, Patel & Ustun, 2007).  
Although it is acknowledged that people with physical health conditions have a 
diagnosable mental disorder (Andersen et al., 2015; Kagee, 2008), mental health 
problems are rarely diagnosed at PHC facilities in SA (Mash, Fairall, Adejayan, 
Ikpefan, Kumari, Mathee & Yogolelo, 2012). This was revealed by a study which 
found that of 18 856 consultations, headaches, generalized body pains and other 
somatic complaints were the most common reasons for contact with PHC facilities, 
no psychiatric illness appeared among the top 25 diagnoses (Mash et al., 2012). 
This may be related to the lack of resources for mental health services at PHC 
facilities, such as shortage of human resources and a lack of trained mental health 
care workers (Saraceno, Van Ommeren, Batniji, Cohen, Gureje, Mahoney & 
Underhill, 2007; Schierenbeck, Johansson, Andersson & van Rooyen, 2013).  
Likewise, the established association between HIV/AIDS and mental illness is also a 
cause for concern for the South African population, since HIV/AIDS is prevalent in 
the country (Stein, Seedat, Emsley & Olley, 2005). The mid-year population 
estimates in 2017 revealed that approximately 18 percent of the country’s adult 
population was living with HIV (Statistics South Africa, 2017). Depression, anxiety, 
alcohol abuse, PTSD, psychosis and dementia have been documented as the most 
prevalent disorders amongst people living with HIV/AIDS (Myer, Smit, Roux, Parker, 
Stein & Seedat, 2008; Vlassova et al., 2009). The SASH report affirmed that 35 
percent of HIV patients in the country met the criteria for major depressive disorder, 
6 percent for bipolar mood disorder and 21 percent for generalized anxiety disorder 
(Herman et al., 2009). These statistics are far elevated than prevalence estimates for 
11 
 
the general population (Els, Boshoff, Scott, Strydom, Joubert & Van der Ryst, 1999; 
Herman et al., 2009). Although these statistics are dated, it is apparent that 
association between HIV and mental health related problems is a reality; therefore 
the need for effective mental health care services in SA cannot be underestimated. 
Besides physical illness, as can be seen in Figure 2.1 below, the relationship 
between poverty and mental illness has been represented as a vicious cycle (WHO, 
2001; Tomlinson, Breuer, Onah, Skeen, Baron, Lund & Schneider, 2016). While 
social determinants such as gender disadvantages, poverty and socioeconomic 
status, which carry with them low education, low income and poor social support, 
increase the risk of mental illness, people living in poverty are at a greater risk of 
developing mental illness due to factors such as heightened levels of stress, 
elimination and limited access to social capital (Patel, 2001). Simultaneously, people 
with mental illness are likely to slide into poverty due to reduced productivity resulting 
in loss of employment, which occurs with disability, stigma and discrimination (Patel, 
Chisholm, Parikh, Charlson, Degenhardt, Dua & Lund, 2016). This finding was based 
on study of the relationship between poverty and CMDs which demonstrated that 
while a large number of people with mental illness live in poverty; impoverished and 
marginalized people are at a greater risk of suffering from mental illness (Patel & 






Figure 2. 1: The cycle of poverty and mental illness  
Source: The World Health Report 2001 (WHO, 2001) 
The Poverty Trends Report for 2006 to 2015, revealed that more than half (55.5%) of 
the population in SA is living in poverty (Statistics South Africa, 2017). It follows that 
a large proportion of the population is at risk for mental disorders (Sorsdahl, Stein & 
Lund, 2012). In countries where poverty is rife, budgets to render general health 
services take precedence over mental health services. McGovern (2014) has argued 
that shortage of investment to address mental health problems of populations has 
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been seen as a driving force of poverty and inequity in low and middle-income 
countries.  
This may hold true for South Africa in that although the budget allocations for general 
health services are known, the total health care budget spent on primary mental 
health is unknown, which highlights that little attention is given to mental health 
services (Lund, Kleintjes, Kakuma, Flisher & MHaPP Research Programme 
Consortium, 2010; Lund & Petersen, 2011). It has been argued in literature that only 
a diminutive portion of the health care budget is allocated to PHC facilities to 
advance mental health services, despite increasing prevalence of mental illness and 
advocacy for the integration of mental health care with PHC services.  
2.2.2. Prevalence of Mental Illness in SA 
In 2000, mental illness conditions were reported to contribute approximately 12 
percent of the worldwide burden of disease, and the WHO has estimated that this 
will increase to approximately 15 percent by 2020 (Lund, Kleintjes, Cooper, 
Petersen, Bhana, Flisher & MHaPP Research Programme Consortium, 2011). These 
statistics indicate the increasing prevalence of mental illness worldwide. In SA, 
neuro-psychiatric disorders account for the second highest proportion of the local 
burden of disease, after HIV/AIDS in 2003 (Bradshaw, Groenewald, Laubscher, 
Nannan, Nojilana, Norman & Dorrington, 2003).  
The South African Stress and Health Survey (SASH) conducted between 2002 and 
2004 remains the primary source of data on the prevalence of mental illness in SA. 
This is due to the fact that other studies that have been conducted on mental illness 
investigate specific populations and disorders (Kleintjes, Flisher, Fick, Railoun, Lund, 
Molteno & Robertson, 2006; Havenaar, Geerlings, Vivian, Collinson & Robertson, 
2008), therefore they do not provide nationally representative data like that of the 
SASH study (Herman et al., 2009).  
According to Herman et al. (2009) SA has an annual prevalence estimate of 16.5 
percent mental disorders such as anxiety, mood and substance use disorders, with 
almost a third (30.3%) of the population having experienced a CMD in their lifetime. 
Kessler, Aguilar-Gaxiola, Alonso, Chatterji, Lee, Ormel and Wang (2009), based on 
records from the WHO World Mental Health Survey Initiative (2006), asserted that 
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these estimates were relatively higher than the international prevalence estimates of 
the WHO. In the Gauteng province, the prevalence of anxiety disorders was 15.7 
percent, mood disorders at 10.2 percent, and substance use disorders was 13.3 
percent, all of which exceeded the then WHO estimates (Herman et al., 2009). More 
recent global estimates for depression are a 4.4 percent prevalence, and anxiety a 
3.6 percent prevalence (WHO, 2017). 
While the prevalence and burden of mental disorders is acknowledged in the 
country, several studies have indicated that a particular treatment gap exists at PHC 
level (Bruwer, Sorsdahl, Harrison, Stein, Williams & Seedat, 2011; Lund et al., 2010; 
Petersen, Bhana, Campbell-Hall, Mjadu, Lund, Kleintjes et al., 2009; Herman et al., 
2009; Modiba, Schneider, Porteus & Gunnarson, 2001). The fact that 75 percent of 
people with mental disorders do not receive the medical care they need illustrates 
that resources are limited and therefore treatment is inadequate when services are 
accessed (Herman et al., 2009).  
Bruwer et al. (2011) contended that the burden of mental illness is underestimated 
because the mentally ill population hardly use mental health care services owing to 
structural barriers and mental illnesses are under-diagnosed for those who do seek 
medical care. Failure to take into account the prevalence of mental illness may widen 
the existing treatment gap, since resources may not be allocated appropriately to 
address the need.  
2.3. Mental Health care  Services in South Africa  
An understanding of the historical development of health care legislation and policies 
is useful to put into context the current structure of the provision of mental health 
services. SA’s mental health system encompasses a large public sector that services 
approximately 80 percent of the country’s population and a smaller private sector 
that is fast growing (Docrat, Lund & Chisholm, 2019). Unfortunately, in comparison to 
other health priorities in the country, mental health remains under-funded and under-
resourced (Lund et al., 2010), regardless of the fact that neuropsychiatric disorders 
are among the top three illnesses that contribute to the burden of disease in the 
country (Bradshaw et al., 2007).  
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Historically, mental health services were provided under the oppressive laws of the 
apartheid regime, which focused mainly on the treatment and control of psychiatric 
patients (Burns, 2008). The focus of the Mental Health Act no. 18 of 1973 was 
mainly the welfare and safety of the community, like most international mental health 
legislation before the year 2000. This act also emphasized the separation of mental 
health care from general health care services. As a result, psychiatric services were 
not integrated into PHC because the focus was on psychiatric hospitals. 
Furthermore, psychiatric services were highly fragmented because psychiatric 
hospitals were mostly situated in urban areas. This meant that access to mental 
health services was restricted and patients had to walk long distances to reach the 
available services. Moreover, the structure of the health care system disempowered, 
estranged and stigmatized people with mental illness (Burns, 2008). Finally, access 
to psychiatric care and health care in general was divided with respect to race, with 
hospital access being determined by one’s race group. 
The government of the democratic SA has since taken important steps to transform 
the structure and delivery of mental health care services in the country. The White 
Paper on the transformation of the health system was the first health policy after 
1994. This policy paper suggested that mental health services should be all-inclusive 
and community-based and integrated with general health services (Department of 
Health, 1997).  
In compliance with the international human rights standards, the Mental Health Act 
no. 18 of 1973 was replaced by the Mental Health Care Act (MHCA) no.17 of 2002 
which was promulgated in 2004. The main objectives of the MHCA are to promote 
the human rights of people with mental disabilities, to advance mental health 
services through a PHC approach, to put emphasis on community care and to 
safeguard the public. The procedures to be followed in the admission of MHCUs are 
also outlined in the MHCA (Department of Health, 2005; Van Rensburg, 2007). Of 
particular interest, is that Section 3 of the MHCA refers to the integration of mental 
health services into the general health setting. This is to integrate mental health 
services with general health care services and in so doing replace institutional care 
with community-tailored alternatives for all people with mental health problems, thus 
making mental health care services more accessible (Freeman, 2002). This has 
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meant that the old system of enforcing psychiatric care, such as through the 
committal system, has fallen away with the intended focus of treatment being within 
the community setting. 
Accordingly, the MHCA presumes that there are functional PHC facilities with 
adequate resources to either retain the user at that level of care or refer onward to a 
general hospital which ideally should also have a functional psychiatric unit with the 
necessary facilities, staffing and access to medication. However, in reality, PHC 
facilities are not fully functional (Szabo & Kaliski, 2017). The poor functioning of PHC 
facilities is largely due to inadequate resources at this level of care. This suggests 
that although the de-institutionalisation of mental health services was introduced 
over two decades ago, the development of adequate primary mental health services 
has delayed in catering for the enormous needs of people suffering from mental 
illness.  
The rise of the development of the MH Policy Framework came from the growing 
evidence of the low priority given to mental health (Draper, Lund, Kleintjes, Funk, 
Omar, Flisher & MHaPP Research Programme Consortium, 2009), and inadequate 
integration of mental health within PHC services (Petersen et al., 2009). This policy 
was promulgated in 2013, and at its core was the need to improve the delivery of 
mental health care services in the country by 2020. The overall function of the policy 
framework is to provide guidance to provinces for mental health promotion, 
prevention of mental illness, treatment and rehabilitation. As such the inclusion of 
mental health care into a comprehensive PHC approach is preserved in the White 
Paper and MHCA is at the fore of this policy framework (Department of Health, 2005; 
2014b).  
Similar to the provisions of section 3 of the MHCA, objective two of the MH Policy 
Framework refers to the provision of a comprehensive, cohesive and responsive 
mental health and social services in community-based settings. In this regard, the 
MH Policy Framework aims to ensure that mental health services are equitable, 
comprehensive and integrated at all levels of the mental health system. Furthermore, 
the policy encourages a move away from long-term psychiatric care towards the 
establishment of community based mental health services (Department of Health, 
2014b; Sukeri, 2017).  
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The MH Policy Framework presents the primary aims of integrating mental health 
care into PHC as follows, to:  
• Raise public knowledge with regards to mental health and reduce stigma and 
discrimination associated with mental disorder;  
• Reinforce the decentralisation and integration of primary mental health services, 
which consists of community-based care, PHC clinic care, and district hospital-
level care; 
• Promote the mental health of the South African population through partnership 
between the Department of Health and other government departments;  
• Empower local communities, especially MHCUs and carers, to play a role in 
mental health campaigns within their community;  
• Promote and protect the human rights of people living with mental disorder; 
• Adopt a multi-sectoral approach to deal with the cycle of poverty and mental 
illness; 
• Ensure that the planning and provision of mental health services is evidence-
based; and 
• Establish a system to monitor and evaluate the provision of mental health care 
services (Tomlinson & Lund, 2012).  
Although the MH Policy Framework has good intentions to improve access to mental 
health services, its objectives may not be realized due to poor policy implementation. 
For instance, results from a situational analysis of public mental health services and 
policies conducted in the nine South African provinces in 2005 demonstrated weak 
policy implementation at provincial level (Lund et al., 2010). This problem has 
persisted, which would hinder the MH Policy Framework of 2013 from reaching its 
goals. Poor policy implementation is said to characterized mainly by lack of financial 
and human resources and low level of health-system readiness to integrate mental 
health care with general health care services (Petersen, Fairall, Bhana, Kathree, 
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Selohilwe, Brooke-Sumner & Patel, 2016; Hanlon, Luitel, Kathree, Murhar, Shrivasta, 
Medhin & Jordans, 2014).  
2.4. Pathways to care  
South African legislation and policy as espoused in the White paper on the 
transformation of the health system, the MHCA no.17 of 2002 and MH Policy 
Framework, aim to fight discrimination against people with mental illness and also 
hope to increase and improve entry to mental health care services in SA. Despite the 
promulgation of these policies, the treatment gap remains significant. As mentioned 
in previous sections, the treatment gap is high in SA, as it is internationally, where 
only one in every four individuals with a CMD is receiving treatment of some sort 
(Herman et al., 2009; WHO, 2011). 
Ibrahim, Hor, Bahar, Dwomoh, McKay, Esena and Agyepong (2016) suggest that 
although governments make attempts through various legislation to improve the 
quality of care and organize services more efficiently, access to mental health 
services remain limited, and this affects the pathways to seeking mental health care. 
Patel, Minas, Cohen and Prince (2013) argued that unless coordinated steps are 
taken to address peoples’ care-seeking behaviour, interventions being implemented 
to improve mental health services on the African continent will not be effective. 
A pathway to care implementation is a well-established strategy to standardize and 
organize the delivery of services (Yarbrough, Kukhareva, Spivak, Hopkins & 
Kawamoto, 2015). Pathways to care are defined as “…the sequence of contacts with 
individuals and organisations prompted by the distressed person’s efforts, and those 
of his or her significant others, to seek help as well as the help that is supplied in 
response of these efforts” (Rogler & Cortes, 1993, p.555). A referral is defined as a 
process where a health care worker or specialist at a certain level of the health 
system who has inadequate resources to treat a clinical condition requests help from 
a better equipped facility to take over the management of the patient’s clinical 
condition (Al-Mazrou, Al-Shehri & Rao, 1990). Likewise, a referral system is the 
structure designed for referring people with health-related problems from generalist 
to specialist services and vice versa (Akbari, Mayhew, Al-Alawi, Grimshaw, Winkens, 
Glidewell & Fraser, 2005). It has been found that where pathways to care are 
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introduced, if they are well-established, they are associated with better access to 
care, improved patient outcomes and reduced hospitalization costs (Rotter, 
Kinsman, James, Machotta, Willis, Snow & Kugler, 2012; Kalmet, Koc, Hemmes, 
Broeke, Dekkers, Hustinx & Brink, 2016). 
A tiered system (hierarchical approach) to care was introduced by the MH Policy 
Framework in an attempt to improve access to services, ensuring that services are 
rendered at the appropriate levels of care, and in this way health care facilities 
function according to their intended purpose as outlined in the SA health care referral 
system (Department of Health, 2014b). Five categories of care are recognized by the 
MH Policy Framework. In ascending order the levels of care include self care, 
informal community care, primary mental health care (level one), general hospitals 
with acute psychiatric units positioned back-to-back with community mental health 
services (level two), specialist psychiatric services (level three), and dedicated 
psychiatric hospitals (level four).  
This approach to care mirrors the WHO pyramid framework for optimal service 
delivery in the mental health setting (WHO, 2003; Department of Health, 2014b). The 
pyramid referral system implies that MHCUs will be referred from one level of care to 
the next level. Accordingly, MHCUs are expected to follow the proposed routes to 
care in quest for mental health treatment, and not just approach any health facility as 
their first contact with the mental health care system.  
Figure 2.2 shows that while the bottom tiers of the pyramid are associated with high 
frequency of need and comparatively low cost, the upper tiers are associated with 
low frequency need and high costs.  
PHC facilities are viewed as the backbone to facilitate the proposed approach to 
care, based on the rationale that these facilities are easily reachable and usually 
better accepted than other forms of mental health services by persons with mental 
illness (WHO, 2011; Department of Health, 1997; 2014b). In addition, mental health 
services delivered in PHC settings have the potential to minimise stigmatisation and 
discrimination of MHCUs (Department of Health, 2004; WHO, 2008). According to 
the MH Policy Framework, PHC facilities should be users’ initial contact with the 
mental health care system and the primary access route to higher levels of care at 
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district and regional hospitals (levels two and three respectively). This is also where 
the bulk of services ought to be provided (Department of Health, 2014b). 
 
Figure 2. 2: Organisation of Health care Services  
Source: https://www.health-e.org.za/wp-content/uploads/2014/10/National-Mental-
Health-Policy-Framework-and-Strategic-Plan-2013-2020 
At this level of care the purpose is to diagnose, treat CMDs, and refer more complex 
mental health disorders such as schizophrenia and bipolar mood disorder to higher 
levels of care, as well as provide follow-up medicines for stabilized patients who 
have received secondary care interventions (Lund et al., 2012; Department of 
Health, 2014b). However, Naledi, Schneider and Barron (2011) argued that in many 
areas PHC facilities remain inaccessible to the South African population. 
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Consequently, the pyramid seems to invert itself because MHCUs have a tendency 
to ascend the pyramid in search of mental health services. This indicates that 
services are not accessed through the recommended referral pathways, and 
ultimately services are not being rendered at the appropriate levels of care (Marais & 
Petersen, 2015).  
The WHO conducted a multinational study in the 1990s which revealed that 
pathways to mental health care differed considerably subject to context and the 
availability of resources (Gater et al., 1991). Mkize and Uys (2004) shared a similar 
view and stated that pathways to health care are a reflection of the nature of health 
services, including accessibility and availability of mental health professionals which 
include occupational therapists, psychologists, social workers and psychiatrists. 
A study evaluating the provision of mental health care at PHC facilities in the North 
West province (SA) in 2008 found that resources at PHC level were inadequate, as 
such the needs of MHCUs were unmet (Van Deventer, Couper, Wright, Tumbo & 
Kyeyune, 2008). This was corroborated by other studies which indicated that there is 
irregular and inconsistent diagnosis and treatment of CMDs at PHC level (Lund et 
al., 2010; Sorsdahl, Flisher, Ward, Mertens, Bresick, Sterling & Weisner, 2010; 
Petersen et al., 2009; Modiba et al., 2001). Schierenbeck et al. (2013) stated that the 
negative attitudes of mental health care workers and shortage of physicians and 
psychiatrists at PHC facilities are contributing factors to the poor detection of mental 
problems at PHC level. Saraceno et al. (2007) initially identified the scarcity of 
human resources at PHC facilities as a significant barrier in the provision of mental 
health services. Moreover, the lack of psychotropic medicines, poor infrastructure 
and under-developed referral pathways have also been identified as contributing 
factors to the treatment gap at PHC level (Petersen et al., 2009; Lund et al., 2010; 
Naledi et al., 2011).  
Nsereko, Kizza, Kigozi, Ssebunnya, Ndyanabangi, Flisher and Cooper’s (2011) 
Ugandan study suggested that patients’ pathways to seeking mental care, is to some 
extent dependent on the nature of the initial pathway. In line with this statement, a 
study conducted in the Free State province (SA) assessing mental health services 
revealed that 64 percent of the patients receiving psychiatric treatment at PHC 
clinics reported that they preferred prolonged hospital care, suggesting unpleasant 
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PHC experiences (Freeman, Lee & William, 1999). Likewise, in similar more recent 
studies patients have reported a lack of continuity of care and preferred a dedicated 
psychiatric service over an integrated service at PHC level (Van Deventer et al., 
2008; Breen, Swartz, Flisher, Joska, Corrigall, Plaatjies & McDonald, 2007).  
Furthermore, patients from rural areas also preferred to attend outpatient clinics in 
urban areas rather than to visit a PHC facility within their vicinity at no cost 
(Kenchadze, Chkonia & Beria, 2013). These findings suggest unmet MHCU needs at 
PHC level.  
The reluctance of MHCUs to use PHC facilities was already established by older 
studies conducted in KwaZulu-Natal (KZN) which revealed that general practitioners 
were the preferred health care providers for inpatient referrals (Gangat, Naidoo & 
Simpson, 1987; Rutkove, Abdool Karim & Loening, 1990). Similarly, recent studies 
like the SASH findings also showed the preference of users to consult general 
practitioners (Herman et. al; 2009). The poor utilization of public health care services 
was also confirmed in the study by Ras, Koen, Botha and Niehaus (2011) which was 
conducted at a psychiatric hospital in the Western Cape. This study indicated that 
58.3 percent of the referrals came from private physicians and 41.7 percent referrals 
were from the public health sector. It is apparent based on the findings of these 
studies that pathways to mental health services are limited due to less resourced 
PHC facilities. 
In areas where mental health services are poorly developed such as where the PHC 
facilities are unsuitable, people with mental disorders make use of informal services 
such as traditional or faith healers as their first contact providers in their pathway to 
mental health care services (Uwakwe & Otakpor, 2014; MacDonald, Fainman-
Adelman, Anderson & Iyer, 2018). A study conducted by Burns et al. (2010) in KZN 
revealed that a huge portion of the South African population rely solely on informal 
community services for the treatment of mental health related problems. Their study 
found that in a sample of patients with first-episode psychosis (FEP), 38.5 percent of 
the participants had consulted a traditional practitioner in the early phases of their 
mental illness before making contact with formal psychiatric services. This common 
use of traditional practitioners could suggest that they are a more accessible form of 
treatment for individuals with mental illness in the context of the existing treatment 
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gap (Burns, 2011). However, some researchers assert that first contact with 
traditional healers or contact with different types of providers could result in 
significantly longer duration of untreated psychosis; consequently general hospitals 
tend to become users’ first contact with the mental health system due to the severity 
of their illness (Tomita, Burns, King, Baumgartner, Davis, Mtshemla & Susser, 2015). 
In contrast, patients in areas with relatively well-developed health care services 
experience a variety of pathways to care from community to specialized care (Gater 
et al., 1991), while other factors may hinder access to these pathways to care 
(MacDonald et al., 2018).  
Factors including local concepts about mental illness such as causes of the illness, 
treatment acceptability, and stigma can impede access to available services 
(Miranda & Patel, 2005). Corrigan (2004) suggested that people with a mental illness 
who could benefit from health services deliberately choose not to seek treatment, 
and those who have been initiated on treatment fail to adhere to the prescribed 
services due to stigma. As a result, individuals with mental illness may avoid seeking 
treatment for their condition for fear of stigmatization. Schierenbeck et al. (2013) in 
their study conducted in the Eastern Cape (SA) found stigma and lack of information 
about mental health care services to be barriers that postpone seeking access to 
health services. This could result in high number of self-referrals to hospitals due to 
patients becoming severely ill (Mokaki et al., 2011; Tomita et al., 2015). 
Level two hospitals are considered to be the link between PHC and tertiary hospitals 
with the primary purpose of providing care and management to users with complex 
or severe mental illness who have ideally been referred from PHC facilities 
(Engelbrecht, 2000); as such they should not be the first point of contact with the 
health care system. Conversely, the problem of poorly functioning PHC facilities 
influences MHCUs to seek care directly from hospitals as their first of contact with 
mental health care services (Roberts, Mogan & Asare, 2014; Ofori-Atta, Read & 
Lund, 2010). Studies have indicated that MHCUs have the propensity to bypass 
PHC facilities in search of better health care services.  
Mojaki et al. (2011) described the manifestation of this occurrence in a study 
conducted at a district hospital in the Free State. The study revealed that over half 
(60%) of the patients presenting at the hospital’s casualty and outpatient department 
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(OPD) were self-referred, bypassing PHC services. The most commonly cited 
reasons for self-referral were the desire to be seen by a doctor and perceived poor 
services at PHC facilities. These authors suggested that self-referring patients were 
those who probably did not seek medical treatment until they became severely ill or 
had sought informal care prior to coming to the hospital.  
The practice of bypassing PHC services is believed to be driven by various factors 
including under-developed pathways (Herman et.al., 2009; Petersen et al., 2009), 
lack of accountability of the needs of patients where quality was perceived to be 
lower (Kahabuka, Kvåle, Moland & Hinderaker, 2011), patients’ perceptions of 
superior quality of care and resource availability at hospitals (Mojaki et al., 2011), 
poor integration of mental health with PHC services, and that for many urban 
populations the referral hospital may be the closest health facility (Kenchadze et al., 
2013).  
In the South African mental health context, Robertson and Szabo (2017) argued that 
the positioning of secondary care referral hospitals and community mental health 
services most likely makes specialist care more easily accessible to the community 
and as a result may lead to overcrowded facilities as observed in the large number of 
self-referring individuals and referrals directly from other health and non-health 
sectors. Simpson and Chipps (2012) maintained that making local services readily 
available to the public can improve access to care, thus reduce the excessive use of 
psychiatric hospitals.  
The tradition of bypassing PHC facilities has a negative impact on both the user and 
the system. For example, overcrowding may result in longer waiting times, and core 
hospital functions are distorted by the fact that less complex but urgent matters take 
precedence over cases that require specialized attention (Mojaki et al., 2011; Liu, 
Zhong, Yuan & van de Klundert, 2018). This has the potential to result in unsatisfied 
user needs.  
Although the perception of MHCUs is that general hospitals provide better health 
care services (Mojaki et al., 2011; Kenchadze et al., 2013), it has been argued that 
not all needs of inpatients are adequately met (Joska & Flisher, 2007). This is an 
indication that hospitals are not without challenges. The challenges experienced by 
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hospitals include poor infrastructure, inadequate specialised personnel and 
insufficient resources among others. Consequently these facilities are challenged to 
fulfil part of their intended roles, like providing emergency management and 72-hour 
assessments (Temmingh & Oosthuizen, 2008; Petersen et al., 2009). When it comes 
to inadequate specialised personnel, the South African population suffering from 
mental illnesses is serviced by an estimated 0.4 psychiatrists per 100 000 of the 
population (WHO, 2014). For example, over half (63%) of hospitals in KZN 
designated to do 72-hour observations stated that they did not have suitable or 
sufficient facilities to render mental health services as mandated by the MHCA 
(Ramlall, Chipps & Mars, 2010). It is evident that resources for mental health 
services are inadequate to meet the demand, with the probability of widening the 
treatment gap in the context of the country’s socioeconomic conditions of poverty, 
inequality and infectious disease (Burns, 2011).  
To demonstrate that patients are already dissatisfied with the state of hospitals, a 
study reported that patients expressed dissatisfaction about the long waiting times 
for assessment, inadequate provision of services and unavailability of beds 
(O'Regan & Ryan, 2009). For example, Burns (2010) reported that KZN was non-
compliant with the national norm of 28 beds per 100 000 population, as it only had a 
quarter of the number of acute beds required Researchers like Kruk, Hermosilla, 
Larson and Mbaruku (2014) and Mojaki et al. (2011) argued that some challenges 
faced by hospitals could be easily addressed if patients were managed at their 
nearest PHC facilities. Other researchers also asserted that providing primary mental 
health care would be beneficial for both MHCUs and the system (Jack, Wagner, 
Petersen, Thom, Newton, Stein & Hofman, 2014).  
Various researchers and patient advocacy groups including the writers of the MH 
Policy Framework have expressed concern regarding the inadequately equipped 
PHC facilities despite the decentralisation of mental health services endorsed almost 
two decades ago (WHO, 2008; Naledi et al.,2011; Cooper, Bhana, Drew, Faydi, 
Flisher, Kakuma & Skeen, 2011; Department of Health, 2014b; Stanton, 2017). For 
example, the reduction of psychiatric beds in hospitals is not attended to by suitable 
community health care services (Lund et al., 2010). This has led to the ‘revolving 
door syndrome’, a concept which describes patients who are admitted for brief 
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periods and discharged prematurely to accommodate other patients mainly due to 
the bed limitations (Gastal, Andreoli, Quintana, Gameiro, Leite & McGrath, 2000; 
Fakhoury & Priebe, 2002). Studies indicate that approximately two thirds of admitted 
MHCUs have been readmitted shortly after discharge (Rosca, Bauer, Grinshpoon & 
Khawaled, 2006). This is a further illustration that MHCUs are reluctant to approach 
PHC facilities when in need of services.  
While it has been indicated that PHC facilities typically lack the necessary resources 
to meet the needs of users (WHO, 2008; Naledi et al., 2011; Lund et al., 2012), the 
MH Policy Framework recommends that MHCUs be referred down to these facilities 
care for continuation of care and treatment subsequent to secondary care 
interventions (WHO, 2008; Department of Health, 2014b; Padarath, King, Mackie & 
Casciola, 2016). This is a concern, since research has consistently shown the 
reluctance users to make use of PHC facilities (Breen et al., 2007; Van Deventer et 
al., 2008; Petersen & Lund 2011; Kenchadze et al., 2013), which is reasonable given 
that it appears that their needs are not met.  
A recent study on patients’ opinions about referral from a specialist psychiatric 
hospital to PHC revealed that most patients were opposed to being referred to PHC 
facilities because of lack of specialised care, unavailability of medicines, lack of 
doctor-based care, long waiting times and higher levels of stigmatisation (Hattingh & 
Joubert, 2019). This indicated that PHC facilities as identified as a key referral route 
(Lund et al., 2012; Department of Health, 2014b) are ineffective in their purpose with 
regards to the provision of mental health care services. In practice this means that 
referral pathways are not sufficiently developed. Therefore clinicians at general 
hospitals may be uncertain as to where to refer MHCUs for continuation of care and 
treatment following hospital discharge. Similarly, the negative impact of this is that 
secondary mental health services become congested and inaccessible to people 
who are in dire need of such services (Beckers, Koekkoek, Hutschemaekers & 
Tiemens, 2018).  
This relates largely to challenges regarding the implementation of policy process, 
which to some extent compromises some routes to mental health services (Lund, 
Kleintjes, Cooper et al., 2011; Lund, Petersen, Kleintjes & Bhana, 2012). Some of 
the most significant challenges that hinder policy implementation include fragmented, 
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inequitable services, challenges with referral systems, and poor coordination of 
services at facility level (Naledi et al. 2011). In addition, perceptions of staff regarding 
barriers to service delivery also influence successful implementation of policy and 
resultant quality of care (Laker, Callard, Flach, Williams & Wykes, 2014).  
Other authors have added that the shortage of human and financial resources and 
the insufficient evidence-based treatment protocols other than medication for 
disorders such as depression and anxiety affect the implementation of policy. 
Moreover, limited knowledge of and negative mind-sets towards mental disorders, 
which have the potential to limit help-seeking behaviours by individuals with mental 
illnesses, and a low level of system readiness to incorporate mental health care also 
affect the implementation of policy (Petersen et al., 2016; Hanlon et al., 2014). 
Although it is apparent that the implementation of the MH Policy Framework is a 
challenge, the recently gazetted National Health Insurance (NHI) White Paper may 
add to the uncertainty. While the NHI recognizes mental illness as contributing to the 
burden of disease in the country, it does not make provision for specialist services at 
PHC facilities (Department of Health, 2014b; 2015). This conflicts with the concept of 
down-scaling hospital-based care and is contrary to the MH Policy Framework 
guidelines. To this end, it is not clear whether the introduction of the NHI scheme will 
improve access to mental health services (Tomlinson et al., 2016). 
Even though various legislation and policies have been promulgated to address 
barriers in the provision of quality mental health services, it appears that the needs of 
MHCUs remain unmet at PHC level due to the apparent preference to use general 
hospitals (level two care). A concerted effort is needed to devise plans regarding the 
manner in which people with mental illness access services.  
2.5. Chapter conclusion  
This chapter briefly discussed the factors that contribute to the development of 
mental illness and the prevalence of mental illness in SA. Legislative frameworks or 
policies that guide the provision of mental health care services in the country were 
also briefly discussed. The literature reviewed illustrated clearly that barriers to the 
delivery of mental health services are significant, despite the various policies that 
have been introduced to improve access to mental health services. In particular, the 
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literature suggested that the lack of resources at PHC facilities is a major 
contributing factor to unmet MHCU needs. For example, the MH Policy Framework 
proposed a tiered approach to the delivery of services, but this is poorly adhered to 
since the first level of care is bypassed by MHCUs, highlighting that PHC facilities 
are unable to meet their needs. Moreover, the indication that mental health care 
services are provided predominately by general hospitals whereas the bulk of 
services should be provided by PHC facilities further shows that PHC facilities are 
challenged to provide suitable mental health care services, ultimately resulting in a 
fragmented mental health system. 
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CHAPTER THREE: METHOD 
 
3.1. Introduction 
This study was part of a larger study on the profile of MHCUs in psychiatric wards 
and hospitals in Gauteng. The particular focus of this study was on referral pathways 
into care at a level two hospital and referral pathways after discharge. In this chapter 
the methodology to implement this research study is presented, including the tools 
and techniques which were used. A description of the research design, study setting, 
and sampling technique is provided. The data collection tools and data collection 
procedure is also described. The chapter concludes with methods for data analysis 
and ethical considerations.  
3.2. Research  Aim  
The study aimed to explore the referral pathways followed by MHCUs, both into 
inpatient care and on discharge from the psychiatric unit for continuation of care.  
3.3. Study Setting  
The study was conducted at the psychiatric ward at Helen Joseph Hospital (HJH) in 
City of Johannesburg Metropolitan Municipality, Gauteng, SA. HJH has 480 beds 
and is one of three general referral hospitals with an acute psychiatric ward on the 
local specialist service and teaching circuit. The hospital provides health care 
services to four regions of Gauteng province, with a population of about one million 
people. It services the medium to low income segment of the population. 
While the hospital is a tertiary care facility in terms of medical services, it provides 
secondary mental health care services. The psychiatric ward has 30 beds and is 
designated to provide 72-hour assessments and emergency and short term inpatient 
psychiatric care for adult MHCUs according to the MHCA. The main purpose of the 
ward is to provide effective care, treatment and rehabilitation as a 72-hour 
assessment unit, in a ‘lesser restrictive environment’ as compared to a specialist 
psychiatric hospital. This means the completion of patient assessments as soon as 
possible and attempts are also made to stabilize their initial assessment in the short 
30 
 
term, often under the demands of a high turnover of MHCUs in need of inpatient 
treatment and care (Van Rensburg & Jassat, 2011). 
As a secondary mental health care referral facility, the hospital should typically 
provide specialist psychiatric care to users following a referral from PHC or CHC 
facilities or district hospitals (Department of Health, 2014a;b). On discharge, the 
referral pathway of the users is to either follow up at HJH Psychiatry clinic or their 
local PHC clinic for continuation of care (downward referral), or referral to a specialist 
psychiatric hospital (upward referral) for long-term treatment. There are close to 100 
PHC facilities in Johannesburg, 81 of these fall under the City of Johannesburg.  
HJH was intentionally chosen because the hospital uses a filing system that makes 
archival data research possible and also due to its positioning in the organization of 
mental health care services.  
3.4.  Research Design  
A research design is the structure used to describe the methods and procedures for 
collecting and analyzing the data needed to conduct a study (Polit & Beck, 2010; 
Burns & Grove, 2005).  
In this study, a quantitative retrospective chart review design was used. A chart 
review refers to a type of research design in which pre-recorded, patient centered 
data are used to answer research questions (Worster & Haines, 2004). This was 
considered suitable because pre-existing data can be used, summarized and 
subjected to appropriate statistical techniques so as to understand the referral 
pathways to care and utilization of secondary mental services.  
An important strength of most retrospective databases is that they allow researchers 
to examine the utilization of health care services as it occurs in routine clinical 
services (Motheral, Brooks, Clark, Crown, Davey, Hutchins & Stang, 2003). This 
framework falls into the quantitative paradigm, which is a deductive approach to the 
research process where research methods that maximize objectivity are used (Muijs, 
2010). The function of quantitative investigation is to gather numerical data and 
analyse such information using mathematically based methods in order to generalize 
across groups of people or to explain phenomena (Babbie, 2010; Muijs, 2011). 
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A quantitative chart review design was deemed suitable mainly due to the descriptive 
nature of the study. The purpose of descriptive studies is to describe what actually 
exists, describe the frequency in which it occurs, and categorize the information 
obtained (Polit & Beck, 2010; Seers & Critelton, 2001).  
3.4.1. Research participants 
The total sample was 465 participants, comprised of both males and females, with 
approximately double the number of females compared to males in the 19-39 years 
age group and unemployed. The summary of the demographic characteristics of the 
participants is presented in Table 3.1 below. 
 
Table 3. 1 
Summary of the demographic characteristics of the participants  
Demographic Variable Category N 
Age Group 
19 – 29 years 162 
30 – 39 years 162 
40 – 49 years 73 
50 – 59 years  44 
60+ years  24 
Gender Male  158 Female  306 
Highest Level of Education 
Primary  32 
Secondary  233 
Tertiary  75 
Unknown 125 
Employment Status 
Employed  66 
Unemployed 303 
Self-employed 15 
Grant  23 
Student  24 
Unknown 34 
 
3.5. Sampling Strategy  
A purposive non-probability sampling technique was used to select participants in 
this study. According to Babbie and Mouton (2001), a non-probability sampling 
technique involves a sampling procedure in which some elements of the target 
population have no equal chance of selection. Purposive sampling is described as a 
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selection of participant’s representation of a population who are readily available to 
participate in a study (Blanche, Blanche, Durrheim & Painter, 2006). In purposive 
sampling, cases are selected because they demonstrate some characteristic or 
process that is of significance for a particular research project (Silverman, 2013). In 
this study, the cases were selected on the basis of admission to the psychiatric ward, 
in order to investigate the referral pathways to care which was the focus of this 
study.  
The study sample comprised of clinical records of MHCUs who received treatment 
on the psychiatric ward at HJH from 1st January to 31st December 2016. The hospital 
had 547 inpatient MHCU record files over the 12 months study period, however only 
465 records were chosen for this study due to duplicate records being removed from 
the sample. Also, only clinical records of MHCUs who had attained the age of 19 
years or older were used in the study.  
3.6. Data Collection  
A microsoft excel spreadsheet was specifically developed for this study as a tool to 
collect data from the retrieved clinical record files; subsequently data were entered 
into this spreadsheet. Due to this study forming part of a larger research project, 
record files were accessed and examined during the study period. The data collected 
included many variables for the wider study, such as the types of psychiatric 
medication, medical conditions and number of admissions per year. For the 
purposes of this study, the MHCU’s demographics, diagnosis, length of stay, referral 
source and follow-up path, as documented in the intake and discharge 
documentation, were used.  
The researcher, and fellow research students also attached to the supervisor’s 
project, collected the data over a four month period, spending several hours at the 
research site each day. The administration clerk on the ward guided the researcher 
on how to retrieve record files beginning from January to December 2016 from the 
filing cabinet. A datasheet was completed for each file applicable to the study, and 
data were entered on to the spreadsheet. 
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3.7. Hypothesis  
On implementing this study, it is hypothesized that the majority of MHCUs in the City 
of Johannesburg access mental health services mainly through the secondary level 
of care, that is, Level Two hospitals, and are referred to Level One PHC facilities 
after discharge from the psychiatric unit. This study is conducted to ascertain 
whether this practice occurs at Helen Joseph Hospital as a secondary referral 
hospital.  
To meet objective 2 the following hypotheses are formulated: 
H0: There is no association between psychiatric diagnosis and employment 
status  
H1: There is an association between psychiatric diagnosis and employment 
status  
To meet objective 6 the following hypotheses are formulated: 
H0: There is no association between psychiatric diagnosis and discharge 
action   
H1: There is an association between psychiatric diagnosis and discharge 
action 
3.8. Data Analysis  
Statistical analysis is the most potent tool available to the researcher to analyze 
numerical data (Brink, Van der Walt & Van Rensburg, 2006).  
Once the data collection was complete, data were then coded and entered into a 
single electronic spreadsheet. The data was cleaned by the researcher with the 
assistance of the statistician at the University of Johannesburg (UJ). This was done 
to detect and eliminate errors and to identify and remove duplicate records before 
the data were analyzed.  
The data were then analyzed using version 25 of the Statistical Package for Social 
Sciences (SPSS) software to produce frequency tables.  
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The statistical analyses that were performed for this study included descriptive 
statistics to summarize the data. Descriptive statistics refers to methods for 
summarizing quantitative data (Agresti & Franklin, 2009). According to Neuman 
(2000) descriptive statistics give an overall picture of the data being analyzed, 
making it easy to interpret and understand. Descriptive analysis was computed using 
mean and frequencies to describe the socio-demographics, most frequently 
documented psychiatric diagnosis, primary referral source on admission and referral 
pathway on discharge from the psychiatric ward. The summaries of the descriptive 
analysis were presented in graphs and tables so that readers can make sense of the 
data.  
 
The Chi-square test was used to determine associations between categorical 
variables in this study. This test was chosen because it is compatible for data 
measured in nominal and categorical scales (Pallant, 2013). The chi-square test is a 
nonparametric test that is used to analyse more than two variables. The expected 
frequencies are calculated based on the conditions of null hypothesis. In the present 
research the null hypothesis would be that there is no association between the 
variables. The rejection of null hypothesis is based on the differences of actual value 
and expected value. 
 
A chi-square test uses a minimum 5% level of significance and therefore requires a 
p-value less than or equal to .05 (p ≤ 0.05) for it to indicate and confirm statistical 
significance in associations (Pallant, 2013). 
3.9. Ethical Considerations  
This study forms part of a larger research project. Ethical approval for the larger 
project was obtained from the University of Johannesburg’s (UJ) and University of 
the Witwatersrand’s (WITS) Human Research Ethics Committees (HREC) prior to 
the commencement of this study. Copies of ethical approval and permission to 
conduct the study may be found in Appendix A and B. Due to this study forming part 
of a larger research project, record files were accessed and examined during the 
study period through the permission that was obtained from the head of the 
psychiatric unit for the larger research project to collect data following approval from 
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the University of the Witwatersrand’s (WITS) Human Research Ethics Committee 
(HREC).  
Authorisation to conduct the study at HJH and access to MHCUs record files was 
through the permission obtained for the larger research project. Informed consent 
from MHCUs was not obtained, due to the retrospective nature of the study, as only 
the clinical record files were studied. All information obtained from the record files 
was handled confidentially. To ensure that confidentiality is maintained no identifying 
data are reported in this study or will be reported in any subsequent reports or 
publications.  
3.10. Chapter Conclusion 
This chapter began with the aim of the study and description of the study setting. 
This was followed by an outline of the research design together with a summary 
table of the study sample. The sampling strategy, data collection and analysis 
procedures were then explained. The hypothesis on implemented the study was also 
stated The chapter concluded with ethical considerations such as anonymity and 
confidentiality related to the study. In the next chapter the research results and 




CHAPTER FOUR: RESULTS 
 
4.1. Introduction 
This chapter presents the results from the analyses of the data. First the 
demographic profile of the sample is presented. Then the types of diagnoses in the 
psychiatric ward are presented, followed by the descriptive analysis of the referral 
patterns to and from a secondary mental health care facility in order to illustrate 
referral pathways to care. The last section presents the results from the chi-square 
tests of independence to show the association between psychiatric diagnosis and 
the contextual factor of employment status, and psychiatric diagnosis and discharge 
action. Tables and graphs are used to present the results.  
4.2. Socio-demographic characteristics of the sample population 
The demographic details relevant to this study included age, gender, education and 
employment status. 
4.2.1.   Age Distribution  
The age distribution is presented in Table 4.1. This table shows that the majority of 
the MHCUs were between 19 to 39 years old (69.6%). Just less than one third 
(30.4%) were over the age of 40 years, and a very small portion were 60 years and 
older.  
Table 4. 1 
Age distribution  
Category n % 
19 – 29 years 162 34.8 
30 – 39 years 162 34.8 
40 – 49 years 73 15.7 
50 – 59 years  44 9.5 
60+ years  24 5.2 




4.2.2.  Gender Distribution  
Table 4.2 below shows the gender distribution of inpatient MHCUs at HJH in 2016. It 
can be seen that the gender split was roughly one third males (34.0%) to two thirds 
females (65.8%) admitted on the psychiatric ward.  
Table 4. 2 
Gender Distribution  
Gender n % 
Male  158 34.0 
Female  306 65.8 
Missing responses  1 0.2 
N 465 100 
 
4.2.3.  Social Profile  
The social profile included education level and employment status. The social profile 
may be seen in Table 4.3. It can be seen from Table 4.3 that half or 50.1 percent of 
the users (n=233) had some kind of secondary education and the majority were 
unemployed (n=303). There were few with tertiary education (16.1%) and less with 
only primary education (6.9%). It is to be noted that for over a quarter of the sample 
(26.9%) the education status was unknown. 
Table 4. 3 
Education level and employment status distribution  
Variable Category n % 
Highest Level of Education 
Primary  32 6.9 
Secondary  233 50.1 
Tertiary  75 16.1 
Unknown 125 26.9 
N 465 100 
Employment Status 
Employed  66 14.2 
Unemployed  303 65.2 
Self-employed  15 3.2 
Grant  23 5.2 
Student  24 4.9 
Unknown  34 7.3 
N 465 100 
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4.3. Types of psychiatric diagnoses in the ward 
The types of psychiatric diagnoses for the year 2016 are presented in Table 4.4. 
From the sample of files accessed, the most commonly documented diagnosis on 
the psychiatric ward was substance related and addictive disorders (n=159) which 
was just over one third or 34.1 percent of cases, followed by schizophrenia spectrum 
and other psychotic disorders (n=144) which was just less than one third or 30.9 
percent of cases. A quarter or 24.8 percent (n=115) of the record files documented 
bipolar and related disorders as the third most common type of mental illness. There 
were far fewer of the rest of the diagnoses, as seen in Table 4.4. 
Table 4. 4 
Frequency distribution of the diagnosis of MHCUs  
DSM 5 Diagnosis n (%) 
Substance-Related and Addictive Disorders 159 34.1% 




Bipolar and Related Disorders 115 24.8% 
Neurocognitive Disorders   20 4.2% 
Personality Disorders  13 2.8% 
Trauma and Stressor Related Disorders 6 1.2% 
Other conditions  3 0.6% 
Somatic Symptom and Related Disorders 1 0.2% 
Anxiety Disorders 1 0.2% 
Missing responses 3 0.6% 
N 465 100% 
 
4.4.  Referral Pathways into Care (Admission) 
This section looks at how MHCUs got into care by looking at their admission process 
in terms where they were referred from, and how long they stayed.  
4.4.1.  Sources of referral to the psychiatric ward 




Figure 4. 1.  Source of referral of MHCUs for admission to the psychiatric ward 
Among the 465 record files, 41 percent were referred from Casualty (n=190), making 
it the main source of referral. The hospital’s emergency ward is referred to as 
‘casualty’ which is the ward or department where patients present without prior 
appointment. This was followed by a quarter or 25 percent of referrals from family 
(n=117) and 15 percent from the police (n=71). Only two percent (n=8) of the 
referrals were recorded as coming from a PHC clinic which would be the expected 
main referral source as per MH policy Framework regarding levels of referral.  
4.4.2.  Length of Admission 
The length of stay in the psychiatric ward may be seen in Table 4.5. The table 
illustrates that close to half or 42.6 percent of the MHCUs were admitted on the 
psychiatric ward for a week (n=198) while a further 27.1% stayed for up to two weeks 
(n=126). 14.6 percent stayed for up to three weeks (n=68) and 7.1 percent stayed for 






Table 4.5  
Length of admission  
Number of days   n % 
1-7 198 42.6 
8-14 126 27.1 
15-21 68 14.6 
22-28 33 7.1 
29-35 13 2.8 
36+ 19 4.1 
Missing responses  8 1.7 
N 465 100% 
 
4.5. Discharge Process 
Discharge refers to what happens when MHCUs left the psychiatric ward. This 
section looks at the outcome of treatment and where the MHCUs were referred. 
4.5.1. Outcome of Treatment  
The outcome of treatment is reflected in the discharge action when MHCUs left the 
psychiatry ward and is represented graphically in Figure 4.2. 
 
Figure 4. 2.  Outcomes of MHCUs treated on the psychiatric ward  
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Figure 4.2 shows the downward-referral of MHCUs to PHC facilities (community 
clinic) as just below one third or 31 percent of cases (n=142) as the most common 
outcome for MHCUs. 28 percent (n=128) of the users were booked to continue 
treatment (follow-up) at HJH Psychiatry Outpatient Department (POPD) and 17% 
(n=78) were referred up to a specialist psychiatric hospital for long term treatment. 
Only ten percent were discharged from psychiatry altogether. 
4.5.2.  Discharge referral route  
The referral route concerns where the MHCUs went for follow-up or further treatment 
after they left the hospital. Figure 4.3 shows the five broad referral pathways. 
 
Figure 4. 3. Frequency distribution of type of referral route on discharge   
Inconsistent reporting was found in this category, in that data were missing in just 
over half or 51 percent of the MHCU record files (n=238). Of the usable 49 percent of 
the record files which documented the follow up referral pathways (n=227), 54 
percent (n=121) of the users were referred down to PHC facilities, and 35 percent 
(n=80) were referred to general and psychiatric hospitals.  
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4.6. Associations between variables  
The chi-square test was performed in order to test the association between 
psychiatric diagnosis and employment status and psychiatric diagnosis and 
discharge action. In both cases the frequency tables of individual DSM-V diagnoses 
generated by SPSS were consolidated into nine DSM-V clusters for further analysis. 
4.6.1. Association between Psychiatric Diagnosis and Employment status 
The frequencies for the cross-tabulation of psychiatric diagnosis and employment 
status may be seen below in Table 4.6 and are represented graphically in Figure 4.4. 
 Table 4.6 
Psychiatric Diagnosis and Employment status  
DSM-V Cluster Employed Unemployed Self 
Employed 
Student Grant Unknown Total 
Trauma and Stress Related 
Disorders 
2 2 0 0 1 1 6 
Somatic Symptom and Related 
Disorder 
0 1 0 0 0 0 1 
Neuro-Cognitive Disorders 0 15 0 1 3 1 20 
Bipolar Related Disorders 31 52 5 5 16 6 115 
Anxiety Disorders 0 1 0 0 0 0 1 
Substance Related and 
Addictive Disorders 
18 112 9 11 0 9 159 
Personality Disorders 1 8 0 2 0 2 13 
Schizophrenia Spectrum and 
Other Psychotic Disorders 
13 109 1 5 5 11 144 
Other conditions 0 2 0 0 0 1 3 









































Psychiatric Diagnosis and Contextual Factors 
Employed Unemployed Self Employed Student Grant Unknown
 
Figure 4. 4.  Psychiatric Diagnosis and Employment status 
The chi-square of independence was performed in order to measure the association 
between psychiatric diagnosis and employment status. Findings from the chi-square 
test indicated that there was a significant association between psychiatric diagnosis 
and employment status (χ² (40)=82.214; p=0.00005471).  
These results suggest that the diagnosis of substance related and addictive 
disorders, schizophrenia spectrum and other psychotic disorders and bipolar and 
related disorders were significantly associated with being unemployed, as illustrated 
in Figure 4.4.  
4.6.2. Association between Psychiatric diagnosis and discharge action  
The frequencies for the cross-tabulation of psychiatric diagnosis and discharge 
action may be seen below in Table 4.7 and are represented graphically in Figure 4.5 
overleaf. 
The chi-square analysis found a significant association between psychiatric 
diagnosis and discharge action (χ² (72)=139.792; p=0.000003). The results shown in 
Table 4.6 and in Figure 4.4 suggest that MHCUs with the main diagnoses of 
substance-related and addictive disorders, schizophrenia spectrum and other 
psychotic disorders and bipolar and related disorders were referred mainly to the 
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hospital’s POPD (n=106) or to a PHC clinic (n=131), with the next largest referral 
being into long-term care (n=74). The other frequency to note within these diagnostic 
groups was those who were discharged (n=47), while all other frequencies in the 
entire table were well below 10. Visual inspection of the clustering of the data would 
suggest that the highest associations were schizophrenia spectrum and other 
psychotic disorders who were referred to long-term care (n=30), and substance-









Psychiatric Diagnosis and Discharge Action 




Psychology Unknown Private NGO Hospital Other Refused 
Treatment 
Total 
Trauma and Stressor 
Related Disorders 
0 4 2 0 0 0 0 0 0 0 0 6 
Somatic Symptom and 
Related Disorder 
0 1 0 0 0 0 0 0 0 0 0 1 
Neurocognitive 
Disorders 
2 11 4 1 0 0 0 0 1 1 0 20 
Bipolar and Related 
Disorders 
13 32 32 22 6 3 2 1 2 2 0 115 
Anxiety Disorders 0 0 0 0 0 0 1 0 0 0 0 1 
Substance Related and 
Addictive Disorders 
17 38 52 22 8 5 4 7 1 4 1 159 
Personality Disorders 1 7 1 1 2 0 0 0 0 1 0 13 
Schizophrenia 
Spectrum and Other 
Psychotic Disorders 
17 36 47 30 0 4 1 0 3 6 0 144 
Other conditions 0 1 0 0 0 0 0 1 0 1 0 3 
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4.7. Chapter Conclusion 
The results of this study indicated that the population who receive inpatient treatment 
at HJH are predominantly female, between the ages of 19 and 39, and have 
achieved a secondary level education and unemployed. The majority of the MHCUs 
were admitted for a minimum period of 1-7 days. Further, the results showed that 
whereas the primary referral source to the psychiatric ward is the hospital’s casualty 
rather than a PHC facility (2%), a significant proportion of the MHCUs were down 
referred to PHC facilities (community clinics). This can be taken to indicate that the 
preferred path into psychiatric care was going directly to the hospital, thus acting on 
personal preferences, rather than following policy and seeking help initially at a PHC 
facility. Taken together, the results of this study have shown that the implementation 
of the MH Policy Framework with regards to pathways to care is a complex task. 
 
Lastly, the results showed associations comparable to the findings of similar 




CHAPTER FIVE: DISCUSSION 
 
5.1. Introduction  
The main aim of this study was to examine the referral pathways both into care and 
then for continuation of care on discharge of inpatient MHCUs in a secondary 
hospital’s psychiatric ward.  
It was hypothesized that the majority of MHCUs make use of hospitals for mental 
health services rather than first going to PHC facilities for mental health services. 
This was based on the realization that PHC facilities are poorly equipped to meet the 
mental health care needs of users (Saraceno et al., 2007; Van Deventer et al., 2008; 
Petersen et al., 2009; Lund et al., 2010; Naledi et al., 2011).  
In this chapter, the results of the study found in chapter four are discussed in relation 
to the literature review as well as according to the objectives of the current study. 
Initially, the socio-demographic profile of the MHCUs will be discussed to provide a 
clearer description of the population under study. Part of the discussion on the socio-
demographic profile includes the discussion of the association between psychiatric 
diagnosis and employment status. This will be followed by the discussion on the 
types of mental illnesses found in the central region of Johannesburg, based on the 
profile of inpatient MHCUs at HJH, following which the referral pathways into mental 
health care services (admission) and on discharge from the psychiatric unit are 
discussed. 
5.2. Socio-demographic Profile of the Sample 
The first research objective was to determine and compare the socio-demographic 
profile of the MHCUs. The demographic findings this study provided a reasonable 
representation of the specific catchment area serviced by HJH as reflected in the 
Census 2011 Municipal Report Gauteng (Statistics South Africa, 2012). The census 
report indicated that most of the population in this catchment area were female, 





The findings from the descriptive statistics in the present study showed that almost 
two-thirds (65.8%) of the cases, the inpatient MHCUs were female.  
These findings correspond with the results of similar studies conducted on 
psychiatric services within the South African context. A study conducted at a general 
regional referral hospital on morbidity, treatment and outcomes of MHCUs showed 
that in 2007/8 marginally more than half of the users were female (50.2%) (Van 
Rensburg, 2010). Likewise, research auditing referrals to psychiatric hospitals also 
reflected that mostly female patients (60.2% and 68.8%) required psychiatric 
treatment at hospitals in Cape Town and Johannesburg (Ras et al., 2011; Tenea, 
2016). The high proportion of female MHCUs in this study is much the same as the 
results reported in previous studies (Van Rensburg, 2010; Ras et al., 2011; Tenea, 
2016). This gender inequity may be associated with help-seeking behaviour patterns. 
Studies have revealed that females are more willing to seek medical help when they 
become ill as compared to their male counterparts (WHO, 2012; Otwombe, Dietrich, 
Laher, Hornschuh, Nkala, Chimoyi & Miller, 2015). 
5.2.2. Age 
The majority (n=234) or 69.6% of the current sample were within the age range 19 – 
39 years. These findings are in keeping with other studies conducted on psychiatric 
services within the South African context. Van Rensburg’s (2010) study conducted at 
a general regional referral hospital showed that in 2007/8 just over half of the 
MHCUs were between the ages of 20 – 40 years old (53%). Research auditing 
referrals to psychiatric hospitals reflected that mostly patients in the 18 – 39 years 
age group required inpatient psychiatric treatment at hospitals in Cape Town and 
Johannesburg (Ras et al., 2011; Tenea, 2016). One possible explanation for this 
finding of younger MHCUs is that mental disorders such as substance use, bipolar 
mood and schizophrenia are known to have an onset in early adulthood, usually in 





5.2.3. Poverty and Unemployment 
As indicated by the results of this study, the majority (65.2%) of the MHCUs who 
accessed the hospital are unemployed, suggesting that unemployment seems to be 
significant among MHCUs. These findings are similar to the study findings of Ras et 
al. (2011) who found a 42 percent unemployment rate for psychiatric patients, and 
Tenea’s (2016) study which indicated that 70 percent of the patients referred for 
psychiatric treatment were unemployed.  
This finding may be related to the poor socio-economic background of the population 
in the catchment area serviced by HJH (Human Sciences Research Council, 2015) 
which could result in high levels of poverty and unemployment. For example, the 
population serviced by the hospital may be vulnerable to unemployment due to 
limited education and career skills to compete in job markets owing to the region’s 
socio-political past. It is documented in literature that individuals who are 
unemployed are likely to live in poverty and are at greater risk for developing mental 
illness (Patel, 2001; Patel & Kleinman, 2003). Furthermore, research suggests that 
individuals who are unemployed are likely to abuse substances to cope with their 
socio-economic problems (Mohasoa, 2010), which provides a possible explanation 
for the high frequency of substance related disorders (n=159) in this study 
population.  
Having said this however, other studies suggest that mental illness is a precursor of 
unemployment. For example, mental disorders such as schizophrenia are known to 
be responsible for loss of occupational functioning among other things if untreated 
(Petersen et al., 2016). According to Harnois, Gabriel and WHO (2000), if mental 
illness is untreated, it can be associated with high rates of unemployment due to job 
losses leading people to economic poverty. A job loss in individuals diagnosed with 
mental illness has the potential to maintain the cycle of poverty and mental illness as 
shown in Figure 2.1 on page 11 in chapter two (WHO, 2001; Tomlinson, et al., 
2016).  
It is also necessary to be aware that in SA there are many other reasons for 
increased unemployment numbers in the country such as lack of education, the 
legacy of apartheid, lack of mental health knowledge, a poor economy and lack of 
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jobs. All of these variables highlight the role that environmental factors could also 
play in exacerbating the vulnerability or and /or presence of mental illness.  
5.2.4. Relationship between psychiatric diagnosis and unemployment  
The second objective of this study was to determine whether there was an 
association between psychiatric diagnosis and the socio-economic factor of 
employment or unemployment. The null hypothesis believed there was no 
association between psychiatric diagnosis and employment status while the alternate 
hypothesis believed there was an association between psychiatric diagnosis and 
employment status. The results of this study also provided a statistically significant 
association between unemployment and psychiatric diagnosis. Unemployment was 
documented mainly in cases with substance-related and addictive disorders.  
This finding is therefore not unexpected since empirical evidence has consistently 
suggested that being unemployed may lead to substance use particularly in lower 
socio-economic groups (Catalano, Goldman-Mellor, Saxton, Margerison-Zilko, 
Subbaraman, LeWinn & Anderson, 2011; Henkel, 2011). Henkel (2011) identified 
unemployment as a significant risk factor for substance use and the subsequent 
development of substance use disorders. For instance, a national population-based 
survey (2008) on illicit drug use in SA reported that socio-demographic factors such 
as younger age, lower income or unemployment were associated with drug use 
(Peltzer & Ramlagan, 2010). 
Patel and Kleinman (2003) attributed the commonness of substance use disorders in 
the South African context to the high unemployment rate as a risk factor for 
substance abuse. The results of the current study could be interpreted that 
unemployment may be a major contributing factor to substance abuse as an escape 
from the stress, in turn leading to the development of mental illness in the study 
population.  It is important to note that with the data collected for this study it was not 
possible to establish whether unemployment is an impetus for substance use or vice 
versa.  
With respect to schizophrenia and psychotic spectrum disorders, as discussed 
previously, the low socio-economic status of the sample could provide a possible 
reason for the prevalence of this type of mental illness. Saraceno, Levav and Kohn 
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(2005) suggested that the likelihood of becoming schizophrenic is eight times higher 
for those individuals living under low socio-economic conditions than those with 
higher socio-economic conditions.  
5.3. Types of mental illnesses diagnosed in the psychiatric ward  
Objective three of this study looked at the types of mental illnesses diagnosed on 
HJH’s psychiatric ward. There were three broad categories of mental illness 
accounting for the majority of patients, as indicated by the hospital records. These 
were substance-related and addictive disorders (34.1%), schizophrenia and 
psychotic spectrum disorders (30.1%), and bipolar and related disorders (24.8%). 
These will now be described more fully in the paragraphs below. 
5.3.1. Substance–Related and Addictive Disorders  
The results showed that 34.1% of the examined hospital records documented that 
MHCUs were diagnosed with schizophrenia spectrum and psychotic disorders, 
making it the second most frequently managed mental illness in the psychiatric ward 
in the time period under study. This is consistent with other studies which report 
schizophrenia spectrum disorders as a common diagnosis at hospitals (Ras et al., 
2011; Thomas, Cloete, Kidd & Lategan, 2015).   
As mentioned previously, the majority of the sample population in this study is 
between the ages 19 and 39. According to McGrath (2006) the peak ages for the 
onset of schizophrenia is from 15-30 years, which provides a possible explanation 
for the high frequency (n=159) of schizophrenia and psychotic disorders on the 
psychiatric ward. A cross sectional study conducted at referral based public hospital 
in KZN found that the majority of the participants (21-39 age range) made first 
contact with general hospitals after the onset of their mental disorder symptoms 
(Tomita et al., 2015).  
Furthermore, on the basis of the treatment gap that currently exists in the detection 
and treatment of mental illnesses at PHC facilities (Petersen, Lund, Bhana, Flisher & 
Mental Health and Poverty Research Programme Consortium, 2011); mental health 
workers may not have the skills to diagnose and manage certain types of mental 
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illnesses such as schizophrenia, therefore people with such illnesses commonly 
present at hospitals for treatment.  
5.3.2. Schizophrenia Spectrum and Psychotic Disorders  
Approximately 30.1% of the records documented that MHCUs were diagnosed with 
schizophrenia spectrum and psychotic disorders, making it the second most 
frequently managed mental illness in the psychiatric ward in the time period under 
study. This is consistent with other studies which report schizophrenia spectrum 
disorders as a common diagnosis at hospitals (Ras et al., 2011; Thomas, Cloete, 
Kidd & Lategan, 2015).   
The majority of the sample population in this study is between the ages 19 and 39. 
According to McGrath (2006) the peak ages for the onset of schizophrenia is from 
15-30 years, which provides a possible explanation for the high frequency (n=159) of 
schizophrenia and psychotic disorders on the psychiatric ward. A cross sectional 
study conducted at referral based public hospital in KZN found that the majority of 
the participants (21-39 age range) made first contact with general hospitals after the 
onset of their mental disorder symptoms (Tomita et al., 2015).  
Furthermore, on the basis of the treatment gap that currently exists in the diagnosis 
and treatment of mental illnesses at PHC facilities (Petersen, Lund, Bhana, Flisher & 
Mental Health and Poverty Research Programme Consortium, 2011); mental health 
workers may not have the skills to diagnose and manage certain types of mental 
illnesses such as schizophrenia, therefore people with such illnesses commonly 
present at secondary facilities for treatment. 
5.3.3. Bipolar and Related Disorders  
Bipolar and related disorders accounted for 24.8% of the total number of referrals. 
These disorders are reported as a common diagnosis within the South African 
population (Herman et al., 2009; Weich & Pienaar, 2009; Ras et al., 2011; Thomas 
et al., 2015).  
Although a PHC system exists in SA, most people who experience mental health 
problems consult general and traditional practitioners first and only access 
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specialised mental health care services when their symptoms become severe 
(Herman et al., 2009). This may highlight the shortage of clinical skills to detect and 
treat mental illnesses such as bipolar disorder at PHC facilities. Miklowitz (2010) 
maintains that it is challenging to diagnose bipolar disorder because it is difficult to 
establish where bipolar disorder starts and where other mental disorders, such as 
substance abuse, end. Consequently, MHCUs are more likely to approach 
secondary care facilities rather than PHC facilities for treatment; which possibly 
explains the frequency of the bipolar disorder diagnosis in this study.  
Other possible explanations of the commonness of the diagnosis may include the 
high suicide risk and relapse rates of MHCUs with bipolar related disorders which 
necessitate inpatient treatment. The suicide risk among individuals with bipolar 
disorder is up to 100 times the global suicide risk rate, particularly in the first month 
post hospital discharge (Chung, Ryan, Hadzi-Pavlovic, Singh, Stanton & Large, 
2017) and relapse rates are reported to be as high as 90% and often require hospital 
admission for acute treatment (Matza, Rajagopalan & Thompson, 2005). However, 
the reasons for referral to the psychiatric ward were beyond the scope of this study 
and are deemed future research in the field of public mental health.  
5.4. Referral pathways to care (admission) 
The fourth research objective investigated the referral pathways followed by MHCUs 
into admission to the psychiatric ward. The results presented in chapter four 
revealed that the majority of MHCUs admitted to the psychiatric ward at HJH during 
2016 were self-referred, that is, referred by casualty and family, with only two 
percent referred by PHC facilities. Therefore it appears that people with mental 
illness get diagnosed at a hospital and not at a PHC facility. It would also appear that 
MHCUs prefer the hospitals for diagnosis at the onset of their illness, and they get 
immediate medication or treatment at the hospitals.  This could be because PHC 
facilities do not have the resources to meet their needs, however this overburdens 
this part of the mental health system. 
As per the MH Policy Framework, the role of PHC facilities is identification and 
management of mental illness symptoms and continuation of care and treatment for 
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stable MHCUs, while general hospitals with acute psychiatric units are designated to 
provide specialised mental health care services.  
5.4.1. Referral sources 
As represented in other studies on the subject (Gangat et al., 1987; Van Rensburg, 
2007; Ras et al., 2011; Tomita et al., 2015), this study’s findings showed that 
MHCUs were referred to the psychiatric unit from various sources including casualty, 
family, police, as well as PHC clinics.  
The results of the study indicate a high number of self-referrals, namely, via the 
hospital casualty and the patient’s family. Casualty was accountable for about two-
fifths of the total number of referrals and one in five referrals came from family 
members. These findings deviate from the recommended referral pathways to care. 
According the MH Policy Framework, the MHCU’s should access higher levels of 
mental health care services through PHC facilities as the first point of entry into the 
mental health system. However, the results of this study suggested that MHCUs did 
not comply with the hierarchy proposed by the MH Policy as they presented directly 
to the hospital without a referral for specialised mental health services which they 
would obtain from a PHC facility. These trends have been noted in both international 
and local studies (Gater et al., 1991; Van Rensburg, 2007; Mojaki et al., 2011). 
Studies show that it is not unusual for individuals with mental illness to bypass the 
recommended pathways to care (Ofori-Atta et al., 2010; Mojaki et al., 2011; Roberts 
et al., 2014), which places a burden on one part of the system. In the South African 
context, this practice may be related to the shortcomings of PHC facilities to meet 
the needs of MHCUs, which then acts as a barrier to access mental health services 
at the appropriate levels of care. The actual reasons why MHCU’s bypass the 
recommended referral pathways is beyond the scope of this research.  
The high proportion of self-referred MHCUs observed in this study may suggest the 
under-utilization of PHC facilities as evidenced by the diminutive proportion of 
MHCUs referred by these facilities. Similarly, this indicates the over-utilization of 
hospital psychiatric services. A study conducted in Johannesburg highlighted the 
under-utilization of PHC clinics, where only a small percentage (7.8%) of MHCUs 
where referred to the hospital by these facilities (Van Rensburg, 2007). Possible 
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reasons have been provided in the literature to explain this occurrence. However, in 
the context of this study, it is argued that system factors such as inadequate 
resources and under-developed referral pathways may have resulted in the low 
number of PHC facility referrals (Herman et al., 2009; Petersen et al., 2009; Sorsdahl 
et al., 2010; Petersen and Lund, 2011; Naledi et al., 2011).  
Furthermore, the low number (n=8) of referrals from PHC facilities probably 
illustrates weak implementation of policy at this level of care. Hanlon, Wondimagegn 
and Alem (2010) stated that despite various policies supporting the decentralisation 
of mental health care services and the strengthening of PHC systems, the actual 
implementation of policy remains a challenge in the African continent. Naledi et al. 
(2011) argued that fragmented and poor coordination of mental health care services 
at facility level among other things hinder policy implementation. Furthermore, while 
PHC facilities are recognized as the foundation of health care services, limited 
attention is given to these facilities in terms of budget allocation in pursuit of 
integrating mental health with PHC services so as to improve access to mental 
health services (Lund, et al., 2010; Lund & Petersen, 2011). 
An inference based on the findings of the present study is that the number of self-
referrals may probably be reduced if the necessary interventions are done at PHC 
level, thus reducing unnecessary self-referrals and the over-utilization of the 
hospital’s psychiatric services as recommended by the MH Policy Framework.   
In the current study, 15 percent f the inpatient admissions were from the police. This 
finding possibly implies that police took users directly to the hospital, bypassing PHC 
facilities. The diagnosis of substance-related disorders may provide a possible 
explanation for this referral source. This finding concurred with a study where 20% of 
people with a severe mental disorder reported being picked up by the police due to 
recent use of alcohol or drugs and violent behaviour, particularly against the 
background of medication non-compliance (Borum, Swanson, Swartz & Hiday, 
1997). This finding suggests that there may be little or no knowledge and awareness 




5.5. Referral route to HJH and type of disorder  
5.5.1. Referral for MHCUs with Substance Related and Addictive Disorders 
The reviewed record files revealed that MHCUs with substance abuse issues 
(n=159) seemed to go directly to HJH rather than via a PHC facility. Specker, Meller 
and Thurber (2009) suggested that problems related to substance abuse are not 
detected in the referral-consultation process or may be overlooked because patients 
who do make use of lower levels of care have the tendency to down-play or deny 
their substance-related difficulties.  
Literature suggests that a relationship exists between substance use and mental 
disorders, that is, substance abuse can precipitate mental illness or affect the 
outcome of mental illness and vice versa. In this light, it is worth recognizing that the 
diagnosis of substance use disorder is complicated by the fact that ‘cause and effect’ 
is largely undetermined because most individuals lack of knowledge of early 
prodromal symptoms in most psychiatric disorders (Brink, Oosthuizen, Emsley, 
Mbanga & Keyter, 2003). Against this background, it could be a mammoth task for 
mental health workers at PHC facilities to determine the MHCU’s primary diagnosis 
in the context of limited resources in an effort to refer users for appropriate treatment 
(i.e. hospital or rehabilitation centre). 
It needs to be noted that in SA people use substances such as alcohol and drugs, 
both prescribed and illicit, to cope with their lives and thus are accidently putting 
themselves at risk of substance induced psychosis when dealing with stressors such 
as unemployment (Morojele & Ramsoomar, 2016). 
5.5.2. Referral for MHCUs with Schizophrenia and Psychotic Spectrum 
Disorders 
According to Tomita et al. (2015) patients with early onset mental disorder symptoms 
have the tendency to make first contact with the hospital as the preferred mental 
health service provider due to the perception of better quality care and access to 
mental health care services. This may be due barriers in the early detection, 
treatment and management of schizophrenia and other psychotic disorders at PHC 
facilities (Schierenbeck et al., 2013) owing to inadequate resources to meet the 
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needs of users at these facilities (Petersen et al., 2009; Lund et al., 2010; Naledi et 
al., 2011). Apart from the general resource issues at PHC level, the symptom 
severity of patients with schizophrenia due to the prolonged duration of untreated 
psychosis is more likely to direct patients to hospitals for immediate initiation of 
antipsychotic drug treatment (Tomita et al., 2015).  
5.5.3. Referral for MHCUs with Bipolar and Related Disorders 
Some researchers argue that although CMDs like depression can be managed at 
PHC level, the treatment gap remains significant due to low detection rates and low 
prioritization given to these disorders (Thornicroft, Chatterji, Evans-Lacko, Gruber, 
Sampson, Aguilar-Gaxiola & Bruffaerts, 2017).  
Possible reasons for the poor detection of CMDs have been provided in the 
literature. Firstly, majority of patients present to PHC facilities for the treatment of 
physical symptoms and therefore the underlying mood symptoms are undetected 
(Mash et al., 2012). However, it is argued that the lack of identification and 
management of such disorders may be owing to insufficient training and 
development of mental health workers and time constraints of PHC personnel at 
PHC facilities (Petersen et al., 2009; Lund et al., 2010; Sorsdahl et al., 2010; 
Petersen & Lund, 2011; Schierenbeck et al., 2013). Secondly, help-seeking 
behaviour may be obstructed by the patients’ perception that clinicians lacked 
interest in their mental health related problems, such as mood and anxiety 
symptoms, emphasizing the reality of stigma associated with mental illness (Pincus, 
Pechura, Elinson & Pettit, 2001).  
It is apparent from these findings that although CMDs commonly occur at PHC level, 
there are limited resources and skills to manage these disorders therefore MHCUs 
are likely to approach regional general hospitals for treatment. Also under-developed 
referral pathways may be a barrier to access services (Petersen & Lund, 2011; 
Presence-Vollenhoven, 2017). It would appear that the perception is that one can get 
better treatment from a general hospital compared to a PHC facility. 
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5.5.4. Length of Admission  
In this study, the proportion of cases with a short length of stay was considerable. A 
study conducted by Van Rensburg and Olorunju (2010) found that the length of 
admission was significantly associated with the type of psychiatric illness. For 
example, substance abusers were admitted for shorter periods than non-substance 
users.  
Some authors argue that while some patients require inpatient care, most referral 
cases do not require hospital care and can be managed at PHC facilities (Mojaki et 
al., 2011; Ras et al., 2011). However, it is also argued that the decrease in the 
number of hospital beds and the increasing number of MHCUs influences the length 
of admission, since patients may be discharged prematurely to accommodate other 
patients (Gastal et al., 2002).This has the potential to result in the revolving door-
syndrome, the term given to relapse when treatment is not followed through.  
Moreover, the length of admission in acute units may also be influenced by the 
limited options of placement facilities for patients in need of longer-term care and 
accommodation (Van Rensburg & Olorunju, 2010).  
5.6. Discharge process  
Objective five of this study was to ascertain whether the psychiatric ward adheres to 
the MH Policy Framework guidelines in terms of what happens to MHCUs after 
receiving treatment from the psychiatric ward (i.e. continuation of care). In this regard 
it was important to determine the kinds of referral pathways that were considered on 
discharge from the psychiatric unit (e.g. PHC clinics, hospitals or specialized 
psychiatric hospitals).  
5.6.1. Outcome of Treatment 
A downward referral to PHC facility was the most documented treatment outcome, 
followed by follow-up at psychiatry outpatient department (POPD). The margin 
between the referral to PHC clinics and follow up at POPD was noticeably narrow. 
This might be because clinicians felt the need to optimise Level One care rather than 
the need for Level Two care (Ras et al., 2011). In another study health professionals 
reported that they felt obligated to review some of the referrals since they had 
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commenced or adjusted the MHCU’s treatment (Tenea, 2016). It is reasonable to 
deduce that to some extent that some clinicians question the quality of PHC 
services. 
According to Hanlon et al. (2010), the quality of mental health care services in 
community-based settings is affected by the limited knowledge of mental disorders, 
poor diagnostic competence, and understaffing. These authors stated further that 
limited resource availability for assessment, prevention, promotion and training, and 
increasing referral rate of MHCUs to regional hospitals and loss to follow-up of 
patients due to broken communication between the various levels of care, that is, 
hospitals and PHC facilities, are other factors that have an effect on the delivery of 
mental health care services. 
5.6.2. Discharge referral route  
It is to be borne in mind that the referral route on discharge was not documented in 
just over half of the MHCU record files. This could have affected the results of the 
study and the overall conclusion of the study. Graham (2009) maintained that in 
almost all research the problem of missing data is common and can have an effect 
on the conclusion that is based on the data. It is beyond the scope of this study to 
discuss the reasons for the missing data. 
As mentioned previously, the MH Policy Framework proposed a tiered approach to 
care in efforts to improve ease of access to mental health services and to guide the 
referral of MHCUs between the various levels of care (Department of Health, 2014b). 
The premise of this policy framework is that mental health services should rendered 
at appropriate levels of care so as to ensure maximum benefit for MHCUs. The 
stepped approach recommends that general hospitals with psychiatric units should 
receive referrals from PHC facilities, CHCs and district hospitals. Likewise, these 
hospitals should refer MHCU’s to PHC facilities for continuation of care and 
treatment or specialised psychiatric hospitals for long term care and treatment.  
As other studies of a similar nature have documented that patients were down 
referred to PHC facilities for continuation of care and treatment (Torline, 2016; 
Tenea, 2016), the findings of this study corroborated the findings of these studies. A 
downward referral to PHC facilities after treatment on the psychiatric ward was the 
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most documented referral route for MHCUs which would be in line with the 
recommendations of the MH Policy Framework. In theory they would be doing what 
they should be which is to refer MHCUs to the PHC facilities on discharge from the 
hospital.  
While it is evident that some clinicians at secondary level care comply with the MH 
Policy Framework guidelines by referring users to PHC facilities, this is however a 
concern because literature suggests that these facilities are not managing to provide 
suitable mental health care services. The shortcomings of PHC facilities are likely to 
pose a challenge for referring clinicians since referral routes are unconfirmed. 
According to Van Rensburg and Olorunju (2010), the end result of fragmented PHC 
services is the readmission of the same patients (‘revolving door syndrome’) as a 
result of the discontinuity of care and treatment of patients after discharge from the 
psychiatric unit which is a major challenge for hospitals.  
For example, the shortage of psychotherapeutic interventions, poor continuity of care 
and lack of psychotropic medication at PHC facilities (Hanlon et al., 2010; Lund et 
al., 2010) may hinder the recovery process of MHCUs.  It follows that MHCUs 
referred to PHC facilities may have a negative perception of the services rendered 
by PHC facilities, prompting them to go directly to the hospital for follow up 
treatment. Therefore services are not rendered at the appropriate levels of care. In 
turn, this may intensify the revolving door phenomenon and ultimately overcrowding 
at such hospitals. 
There are several other adversities that may be experienced by MHCUs against the 
background of poorly resourced PHC facilities. However, that is beyond the scope of 
this study.  
In essence, the findings of this study highlight a fragmented mental health care 
system and poor policy implementation in the central Gauteng region. In this study, 
under-developed referral pathways are identified as significant impeders of the MH 
Policy Framework implementation.  
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5.6.3. Association between psychiatric diagnosis and discharge action  
The sixth and final objective of the study was to determine the association between 
psychiatric diagnosis and discharge action. The null hypothesis believed there was 
no association between psychiatric diagnosis and discharge action while the 
alternate hypothesis believed there was an association between psychiatric 
diagnosis and discharge action.  
The findings of the chi-square test indicated that all diagnostic clusters were most 
significantly associated with being down-referred to a PHC clinic in the majority of 
the cases. 
The chi-square test also indicated that schizophrenias spectrum and other psychotic 
disorders were associated with being up-referred to specialised psychiatric hospitals 
in a small proportion of the cases.  
Although the reason for referral of MHCUs to a long term facility is not within the 
scope of this study, Van Rensburg and Olorunju (2010) stated that it is the 
responsibility of the psychiatric unit to arrange for further management and transfer 
to psychiatric hospitals for acute patients in need of such services. This is in 
accordance with the MH Policy Framework guidelines which stipulate that where 
necessary, MHCUs should be referred to psychiatric hospitals for long term care.  
5.7. Chapter Conclusion 
This research set out with several objectives. The first was to determine and 
compare the socio-demographic profile of the study population and it was noted that 
the MHCUs were predominantly female, under 39 years of age, and largely 
unemployed. Objective two was to determine whether there was an association 
between psychiatric diagnosis and employment, it was found that there was a strong 
association with unemployment. The third objective was to identify the types of 
commonly diagnosed mental illness on the psychiatric ward. It was found that these 
were substance-related and addictive disorders, schizophrenia and psychotic 
spectrum disorders, and bipolar and related disorders.  
The fourth and fifth objectives were the main focus of this study. It was to explore the 
referral pathways followed by MHCUs receiving inpatient care at a tertiary medical 
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hospital rendering secondary mental health care services before admission and to 
ascertain whether the psychiatric ward adheres to the MH Policy Framework 
guidelines in respect of the discharge plan for MHCUs It was found that most 
referrals to the psychiatry ward were self-referrals, and most referrals on discharge 
were to PHC facilities.  
With respect to determining whether there was an association between psychiatric 
diagnosis and discharge referral to PHC clinic, hospital, NGO and so on indicated a 
strong association with discharge to a PHC facility. In meeting these objectives, it is 
clear that the most important finding in this study was the non-compliance with MH 
Policy Framework when seeking admission into psychiatric care, which generally 
occurred at the secondary rather than primary level. There was some evidence for 
trying to adhere more effectively to MH Policy Framework guidelines on discharge, 
where the majority of MHCUs whose referral paths were known were referred to 
PHC facilities. 
It appears from the results that although the guidelines of the MH Policy Framework 
might seem quite straight forward regarding the recommended pathways to care, the 
implementation process seems like a difficult task and this may largely be due to 
barriers in the provision of services at PHC level. In the opinion of the researcher, 
while policy is promulgated in an effort to meet the needs of MHCUs, the 





CHAPTER SIX: CONCLUSION, RECOMMENDATIONS AND 
LIMITATIONS  
 
6.1. Introduction  
This chapter presents a summary of the significant findings and recommendations 
based on these findings and limitations of the study.  
6.2. Summary of the results 
The findings of the study revealed that substance-related disorders, followed by 
schizophrenia spectrum and bipolar related disorders were the most common types 
of mental illness on the psychiatric unit.  
Similar to other studies, this study revealed that referrals to the psychiatric ward 
were from various sources, including casualty, family, police and PHC facilities. 41 
percent of the cases documented casualty as the most common referral source to 
the psychiatric unit, indicating that the majority of MHCUs treated on the ward were 
self-referred. This suggests non-compliance with the specified referral pathways, as 
it appears that users bypassed PHC facilities and approached the hospital as the 
first point of contact with the mental health care system. The large volume of self-
referrals further suggest under-utilization of PHC facilities and over-utilization of the 
hospital’s psychiatric which may have negative implications on the quality of care.  
Following treatment on the ward, the majority of MHCUs were down-referred to PHC 
facilities. This is commended because it shows that some clinicians make an effort to 
implement the MH Policy Framework guidelines. However, this finding is welcomed 
with caution. While, the MH Policy Framework advocates for the bulk of the services 
to be provided by PHC facilities, it may be a futile exercise to refer MHCUs to these 
facilities because they are perceived to be lacking in appropriate resources, which of 
may indeed be the case, and this may be why MHCUs may have evade them in the 
first place. It is apparent that the objective of the MH Policy Framework to strengthen 
PHC facilities has not yet been achieved. Currently, it also appears that the majority 
of mental health care services are provided by hospitals, contrary to the tiered 
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approach to care, whereas only a small proportion of MHCUs should be found at this 
level of care. 
Overall, based on the results of this study it is inferred that the treatment gap 
remains significant at PHC level. It emerged that little progress has been made to 
improve access to mental health services, using the strategy of referral pathways.  
Based on literature and in light of the findings of this study, it is recommended that:  
• PHC facilities be up-scaled in terms of human resources, psychotropic 
medication and infrastructure in order to improve access to mental health 
services through this level of care. 
• Referral pathways, while in existence be strengthened so as to improve the 
link between the various levels of care (i.e. between PHC facilities and 
hospitals).  
• Guidelines on the usage and procedure of referrals be developed to guide 
referrals between the various levels of care.  
• MHCUs be educated on the referral pathways to care and the implications 
thereof.  
• Substance use services should be considered as important enough to be 
integrated into the PHC system. 
The researcher affirms that all the objectives set out on implementing this study have 
been fulfilled and also the findings of the study are consistent with the findings of 
similar studies. 
6.3.  Limitations of the current study  
The researcher was mindful of the limitations in this study. Firstly, since this was a 
retrospective chart review study and it was dependent on the quality of data 
recorded in the hospital record files which are subject to human mistakes, with 
subsequent missing data. For example, it was discovered during the study that the 
referral route on discharge was not documented in most of the cases. A complete 
record of referral on discharge would allow for a much more accurate picture of the 
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phenomenon It is possible that only certain discharge routes were documented, 
leaving others under-represented or not noted at all. 
Secondly, although the sample size was quite large and representative of the 
population serviced by the hospital in this study, it only covered one particular year 
and one hospital. While the findings may be generalized to other settings in SA, this 
should be done with caution until there are similar studies at different sites and 
times.  
Thirdly, there is limited literature on referral patterns from secondary to primary 
health care facilities. This meant that the current study could not rely on previous 
studies to establish benchmarks. Published current statistical data on services 
utilization patterns (i.e. pathways to care) is fundamental to furnish a more valuable 
understanding of the system’s shortcomings in the delivery of mental health care 
services in order to address the existing treatment gap.  
Lastly, since only the hospital records were reviewed, this denied the researcher the 
opportunity to identify problems relating to pathways to care using other methods, 
such as collecting information directly from health care workers responsible for 
referral.  
6.4.  Recommendations for future research 
It is difficult for a retrospective study such as this one to be all encompassing; 
therefore there is a need for future research in this field. The mental health care 
system in general merits further investigation.  
Future research designed to explore MHCUs’ knowledge, understanding and 
subjective experiences of the referral policy would add to the current body of 
knowledge. It is also recommended that future studies should look into factors that 
contribute to self-referrals and the impact these have on the quality of mental health 
care services on this hospital’s psychiatric unit. Additionally, more qualitative studies 
need to be conducted on MHCU attitudes regarding the utilization of PHC facilities. 
In this way, addressing the reluctance of MHCUs to make use of PHC facilities may 
be a solution to the other levels of care.  
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In light of the findings of this study, the regression analysis method is recommended 
for future research in order to control for other variables while testing the 
independent association between psychiatric diagnosis and unemployment as well 
as psychiatric diagnosis and discharge action.  
Finally, future research similar to this study should consider using more samples by 
extending the research setting to include more provinces in the country over varying 
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Adjustment 1(33.3) 2(66.7) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 3(100.0) 
ASD 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(100.0) 1(100.0) 









Deliruim 0(0.0) 1(50.0) 0(0.0) 0(0.0) 1(50.0) 0(0.0) 2(100.0) 
Dementia 0(0.0) 1(50.0) 0(0.0) 0(0.0) 1(50.0) 0(0.0) 2(100.0) 
Neuro-




BMD 19(21.6) 41(46.6) 5(5.7) 5(5.7) 13(14.8) 5(5.7) 88(100.0) 
Depression 2(50.0) 0(0.0) 0(0.0) 0(0.0) 2(50.0) 0(0.0) 4(100.0) 
Mood 5(41.7) 6(50.0) 0(0.0) 0(0.0) 0(0.0) 1(8.3) 12(100.0) 
Mood d/t 
GMC 5(45.5) 5(45.5) 0(0.0) 0(0.0) 1(9.1) 0(0.0) 11(100.0) 
Anxiety 










11(13.4) 58(70.7) 5(6.1) 5(6.1) 0(0.0) 3(3.7) 82(100.0) 










Psychosis 3(25.0) 6(50.0) 0(0.0) 1(8.3) 0(0.0) 2(16.7) 12(100.0) 
Psychosis 
d/t GMC 3(21.3) 8(61.5) 0(0.0) 0(0.0) 0(0.0) 2(15.4) 13(100.0) 
Schizoaffecti
ve 1(4.3) 19(82.6) 0(0.0) 0(0.0) 0(0.0) 3(13.3) 23(100.0) 
Schizophren
ia 6(6.3) 76(79.2) 1(1.0) 4(4.2) 5(5.2) 4(4.2) 96(100.0) 
Other 
conditions 
Malingering 0(0.0) 2(100.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 2(100.0) 
Para-suicide 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(100.0) 1(100.0) 
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Adjustment 0(0.0) 1(33.3) 2(66.7) 0(0.0) 0(0.0) 0(0.0) 0 (0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 3(100.0) 
Acute Stress 
Disorder 0(0.0) 1(100.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(100.0) 
Post Traumatic 






Disorder 0(0.0) 1(100.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(100.0) 
Neurocognitiv
e Disorders 
Delirium 0(0.0) 1(50.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(50.0) 0(0.0) 0(0.0) 2(100.0) 
Dementia 0(0.0) 1(50.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(50.0) 0(0.0) 2(100.0) 





Disorder 8(9.1) 23(26.1) 29(33.0) 20(22.7) 2(2.3) 2(2.3) 0(0.0) 1(1.1) 1(1.1) 2(2.3) 0(0.0) 88(100.0) 
Depression 1(25.0) 0(0.0) 0(0.0) 1(25.0) 1(25.0) 1(25.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 4(100.0) 
Mood 0(0.0) 4(33.3) 1(8.3) 1(8.3) 3(25.0) 0(0.0) 2(16.7) 0(0.0) 1(8.3) 0(0.0) 0(0.0) 12(100.0) 
Mood d/t General 












substances 0(0.0) 8(50.3) 3(18.8) 4(25.4) 0(0.0) 1(6.3) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 16(100.0) 
Psychosis d/t 
substances 9(11.0) 15(18.3) 31(37.8) 17(20.7) 1(1.2) 3(3.7) 1(1.2) 2(2.4) 1(1.2) 1(1.2) 1(1.2) 82(100.0) 
Substance Use 










Psychosis 0(0.0) 5(41.7) 4(33.3) 1(8.3) 0(0.0) 1(8.3) 1(8.3) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 12(100.0) 
Psychosis d/t GMC 1(7.7) 4(30.8) 4(30.8) 1(7.7) 0(0.0) 1(7.7) 0(0.0) 0(0.0) 1(7.7) 1(7.7) 0(0.0) 13(100.0) 
Schizoaffective 
Disorder 4(17.4) 6(26.1) 5(21.7) 7(30.4) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(4.3) 0(0.0) 23(100.0) 
Schizophrenia 12(12.5) 21(21.9) 34(35.4) 21(21.9) 0(0.0) 2(2.1) 0((0.0) 0(0.0) 2(2.1) 4(4.2) 0(0.0) 96(100.0) 
Other 
conditions 
Malingering 0(0.0) 1(50.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 0(0.0) 1(50.0) 0(0.0) 0(0.0) 0(0.0) 2(100.0) 
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